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Abstract

The Wyoming Department of Health, Mental HealthiBion is collaborating with the Wyoming
Departments of Education and Family Services, dsasaVyoming's Federation of Families for
Children’s Mental Health (UPLIFT) and the Wyomingdociation of Mental Health and
Substance Abuse Centers (WAMHSAC) to develop amdement a statewide shared vision for
a Child Mental Health Initiative. Federal funde &eing sought for infrastructure development
and service provision to continue in our processnpiroving the System of Care (SOC) for
children with serious emotional disturbance andt tlailies.

The Mental Health Division has played a key roléeaidership in the ongoing process of
developing and enhancing our SOC for children wé&hous mental health needs and their
families. A collaborative and concerted effort aigst multiple stakeholders has progressed
through various stages of SOC development in Wygnand we are now in a strong position to
move forward to make a final decision about SOGCettgyment focus and action steps. The
foundation of this process lies in the fact thatda-based consensus exists among stakeholders
in the State that a SOC for children with seriowental health needs and their families should be
family driven, youth guided, community based, coemansive, and culturally and linguistically
competent. We continue to maintain a focus onettkey components of an effective System of
Care as we move forward in our system improvements.

If funded, our Child Mental Health Initiative wilupport a strong focus on infrastructure
development in year one, which will involve thethar development of plans to implement a
shared SOC vision for our State. State-local gastmps will be enhanced, collaborative efforts
will be strengthened at the regional/community leaad the family’s voice will be empowered.
Indeed, Wyoming’s Federation of Families for Chelidis Mental Health (UPLIFT) will play a

key role in harnessing the strengths of youthsfamdlies in this initiative at the State, regional,
local, and care team levels. In addition, we midlintain a strong focus on developing programs
and efforts that are culturally and linguisticatympetent. We will develop one to two pilot
sites in year one, and the Mental Health Divismnammitted to engaging in this process from a
collaborative standpoint at all levels to ensug fllans fit unique community and regional
cultures and needs. In future years, if fundeldt pegions will assist in rolling the SOC out to
additional regions across the state.
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Section A: Understanding of theProject

Principles of Systems of Care for Children with SED The WyomingChild Mental Health
Initiative (CMHI) seeks to create a comprehensive systeraref (SOC) for youth with serious
emotional disorders (SED) and their families usffgctive, research-based approaches. There
has been broad consensus among stakeholdersStateethat a SOC should tleild-centered,
family-driven community-basedandculturally and linguistically competenfdditionally,
stakeholders agree with the principles of a SOCrile=d by Stroul and Friedman (1986, 1994),
paraphrased here: early identificatiminproblems; access to comprehensive, integratedi,
individualized servicewithin the_least restrictive environmegare managemeand

coordination of servicethat help with transitionsctive participatiorof youth and family in
treatment planning and service delivery, with prtgd rightsand_culturally competerservices.

History of Systems of Care in the United Statednitiatives related to children’s mental health
in the U.S. date back to the beginning of thd gentury (Lourie & Hernandez, 2003). However,
the history of SOCs as understood today is morente®ires (2002) indicated that the first
national effort in the U.S. toward creating SOCyouth with SED occurred in 1983 when
Congress mandated and funded the National Instifutéental Health’s (NIMH)Child and
Adolescent Service System Program (CASSR)H recognized that youth with SED often
receive services from multiple public agencies #rad more effective services require
interagency collaboration. Funding and technicaiségnce was provided to all 50 States, several
U.S. territories, and a number of local jurisdingdo plan and develop SOCs. Shortly thereatfter,
two national organizations emerged: the Federatfdramilies for Children’s Mental Health and
the National Alliance for the Mentally lll Child dnAdolescent Network (NAMI CAN). These
organizations were (and are) strong advocatesdothg and their families.

Passed in 1986 by Congress, 8tate Comprehensive Mental Health Services Plameigtired
all States to develop and implement plans to creat@munity-based service systems for both
youths and adults with serious mental illness.dswnandated that family members and
consumers participate in the development of StiatiespIn 1989, the Robert Wood Johnson
Foundation funded 12 States or cities and, lateniged replication money to fund more than
15 States or localities through thental Health Services Program for Youth (MHSPY)
Legislation passed by Congress in 1992 create@tmeprehensive Community Mental Health
Services for Children and Their Families Programhich sought to develop a comprehensive
array of community-based services and supportseguiy a SOC philosophy. This program
funded 67 States and localities and remains themmagional source of funding for local SOCs.

Building SOCs occurred in urban areas due to effeuch as the Anne E. Casey Foundation,
which began th&lental Health Initiative for Urban ChildrerSystem building efforts in this
initiative occurred at the neighborhood level inen cities, which advanced the use of “family
resource centers” as the focal points for senacessupports, use of “natural helpers” as
partners in service delivery, and inclusion of péseand neighborhood residents as equal
partners in the governance of SOCs. Specific fafrservice delivery (e.g., wraparound) or

types of evidence-based services (e.g., Multisystdimerapy) have been developed, researched,
and are often mandated as components of a SO®@tin ynd their families.



Need for Systems of Care Reform in the United StaseDespite these initiatives, there still
exist significant problems in SOCs. For instanaayrie and Hernandez (2003) indicate that
there is still no formal child mental health politthe national level. Instead, services are drive
by “inferred policies” taken from agencies suclchgd welfare, juvenile justice, special
education, or adult mental health. The authors lcolecthat despite knowing children’s needs
and being able to address them, we cannot enseigolrision of services. Furthermore, parents
may need to relinquish custody or children getliedb@s delinquent or learning disabled in order
to receive services. These issues are fully desdtiiothe Presidentew Freedom Commission
on Mental Healthand recommendation 2.1 states “Develop an indalided plan of care for
every adult with a serious mental illness and cWilith a serious emotional disturbance.”

A subcomponent of this issue regards differingrdeéins and eligibility criteria for identifying
youths with SED. Anderson (2000) points out thaté¢his no consensus among providers,
researchers, or government agencies on a singtatabef of emotional problems. Different
definitions prevent agency collaboration, commutidzg or both, resulting in service difficulties
for youths with SED and their families (Kutash & &unowski, 1997). Agency definitions are
driven by a particular philosophy and goals, whigdly be inconsistent among agencies. Also,
varying definitions create the illusion that chédrserved by one agency differ from those served
by another agency. For example, education usdsidnaduals with Disabilities Education Act
(IDEA) definition of emotional disturbance, integped in the context of learning. However,
mental health agencies use the DSM-IV for theirmdgdns. The result is often service
redundancy or differing, if not contradictory, resmendations. Also, different definitions can
lead to varying prevalence estimates and, poténtiahder-identification of youths with SED.

Other system-specific gaps or impediments to i@tegr services include prevention, mental
health promotion, and early intervention prograkVeist, 2001). Thompson and colleagues
(2002) evaluated interagency collaboration in séNerth Carolina counties and found a number
of barriers, including a lack of 1) State guide$irsmd support for collaborative efforts, 2) time
and energy, 3) knowledge of other programs andagem) consistent leadership and key
players for agency restructuring, and 5) adminiistedevel collaboration between agencies, as
well as 6) competition between programs and agsrae 7) restrictive confidentiality policies
that limit cross-agency access to information. Eheeriers are, no doubt, common to many
States attempting to create a SOC for childrentbei families. Wyoming is no exception.

Need System of Care Reform in WyomingiWyoming has been trying to create a SOC for
youths and their families for over 10 years. Ttifere began in 1993 when the Director of the
Wyoming Department of Health (WDH) commissionedasultation to “develop an operational
plan for a system of care for children and adoletsceith emotional disturbance and their
families who have multi-agency needs” (Human Ser@ollaborative, 1993). The consultation
report made standard recommendations, such asrdgfive population, creating interagency
teams and management structures, blended fundidgessing legal issues (e.g., relinquishment
of custody), training, and legislative action, tome a fewHowever, at that time, the political
climate in Wyoming and among child-serving Deparitsavas such that the recommendations
were not acted on, nor were there efforts to galvlip support for acting on them. Soon after,
there were personnel changes at all levels of §taternment, and activities were directed
toward a myriad of other pressing system needs.



In an effort to increase community-based servictesys for children, the State changed its
funding policy in 1994. Medicaid mental health seeg were approved by the Wyoming
Legislature in the mid-80s, but no new general fwad appropriated for services match. The
State allocated proportional funds from each Conityiviental Health Center (CMHC) annual
contract amount and set these funds aside to usled&tate share of the match for mental
health services. In 1994, the State offered toades the fund proportion set aside from contract
amounts (from about 40% to 15%, with the State n@kip the difference) to use for Medicaid
match in return for CMHCs agreeing to establisli@éased services for children, thereby
decreasing out of home/out of State placementssd kervices included therapeutic foster care,
wraparound services, and transitional care fodcén heading to and returning from residential
treatment and the State provided training to mdrealth providers in these models. However,
this was not effective in increasing service cagyaor helping achieve system integration.

In late 1994, the State of Wyoming public mentadltiesystem was sued by Protection and
Advocacy, Inc. and the Wyoming Alliance for the Mty Ill (WYAMI), partly due to service
inadequacies for children. As part of the litigati@solution, the Directors of the Departments of
Health, Family Services, and Education signed a drandum of Understanding in 1998,
agreeing to adopt CASSP core values and guidimgipies in all program planning, care, and
treatment of children. Litigation was closed irel2001 with WYAMI and was resolved with
Protection and Advocacy, Inc. in early 2002. Alitpes agreed to the settlement resolution with
continuing work on the issues, including childrgatem services integration.

Wyoming continues its commitment to ongoing systemprovements. In August, 2001, Dr.
Andres Pumariedaconducted a consultation about the children’sisesvsystem. He made 15
recommendations, many of which were similar to ¢hosted earlier, but with even more stress
on SOC principles, structures, and proceduresnHieated that success “will require the
collaboration and ownership of many stakeholdesad .the development of partnerships across
agency and sector boundaries.” This work is aidethb Wyoming Department of Health

(WDH) structure and operations, which has an oebéiag framework of a Public Health

Mission, under which all Divisions organize themesl This has lent itself to service system
integration within the WDH and will continue to kdicross-agency integration. Also, in the past
two years, Wyoming has taken several steps to dpv&fate and local SOCs. First, the Mental
Health Division (MHD) secured a community actioraugrfrom the Center for Mental Health
Services (CMHS) to begin a consensus-building meeenong diverse State stakeholders. MHD
has worked with the Western Interstate Commissondfigher Education (WICHE) Mental
Health Program and 1) created and distributed émeigs and groups across the State a brochure
outlining the core values and principles of a S@fheld a statewide Search Conference to
begin the system-building process, 3) distributedramary of the Search Conference products
to stakeholders, 4) conducted four regional mestthgt built upon work at the Search
Conference, and 5) conducted community readinessasent for SOC development in 23
State counties. Summary reports were written abaci part of the projecand informed
recommendations in a statewide effort called@hédren and Families Initiative

! Professor and Director, Child & Adolescent Psythialames H. Quillen College of Medicine, East lessee
State University.

2 Most of these documents are available at ettkter//www.wiche.edu/mentalhealth/SystemsofCarearsp
http://wymhd.us/initiatives/index.html#youth_system




As described at the Department of Family Servi€#sS) website, the WyominGhildren and
Families Initiative(CFl) is the result of an act adopted by the Wywgrliegislature and signed
by Governor Freudenthal in March, 2004. The CFcEmally outlines that DFS will develop a
comprehensive plan to improve the lives and futofes! children and families in Wyoming.
DFS will collaborate with other State and local mges, including the Departments of Health,
Workforce Services, Employment, Education, and €aions; the Wyoming Business Council,
the University of Wyoming; Wyoming Community Colkeg and the judiciary and private
groups and businesses, including faith-based argdons and not-for-profit organizations that
express an interest in participating in planninigisTinitiative will create policy direction, a
strategic plan, and legislative initiatives forldnén and families across the entire life span.

The CFI structure consists of a Project Manag&tearing Committee consisting of public and
private leaders, legislators, judges, parents anebivers, local leaders and other community
partners appointed by the Governor, and a Sponsmrp3f the Governor and Cabinet Officials.
Recommendations were distributed for public comnagidt then communicated to the Governor
and the State legislature with the first reportrsitted on November 1, 2004. The resultant plan
has a number of wide ranging goals, including mupfivate partnerships, a lifespan approach to
healthcare, reforming the judicial system to métecen’s and family’s needs, a more child and
family-centered approach, to name just a few. Qidhas statewide initiative, combined with

the multiple stages of SOC development activitigts pVyoming in a strong position to make
final decision about SOC development focus andadteps. There is an active System of Care
Steering Committee composed of stakeholders reptiagea wide array of child and family
serving agencies and advocacy groups who are teadgve forward.

Children with SED in Wyoming to be Served:This section describes a number of
demographic variables related to the populatidmetserved through the new SOC. Among these
variables are the age range of those to be sepvedalence estimates, ethnicity, gender, income
level, disabilities, literacy levels, and so forfihost of the data is presented in tables with
accompanying narrative that highlights aspectsiefdata.

Age Range, Prevalence Estimates, Unmet Need, Paym&ources, and Income LevelsThe
projected age range for those to be served byrthjeq is from birth to 21 years old. Although
one is legally considered an adult at age 18, thiDNs committed to addressing problems in
transitional services when adolescents becomesadtits is consistent with the Individuals with
Disabilities Education Act (IDEA), which requirdsat a free, appropriate education be given to
citizens with disabilities (including mental heafitoblems) until age 21. The MHD desires to
ensure a smooth and effective transition from yaeathdult services for those who need them.
Table 1 provides prevalence estimates of youth @D within Wyoming. There are three
general groups identified in the data: 1) the TB@bulation, which includes youths in
households, institutions, and group homes, 2) thuséhold population, and 3) households under
200% poverty. Furthermore, the data concerns fgargroups: 1) birth-5, 2) 6-11, 3) 12-17,
and 4) 18-20. Data are also divided by genderj@tipnpoverty level, and residence (although
these numbers are based only on those age bitfhand exclude those 18 to 20).




Table 1: Year 2000 Prevalence Estimates of Serio&snotional Disturbance (SED) Age Birth to 20

Total Population Household Households
(HH., Inst. & Group) Population <200% poverty
Youth SED Pop % SED Pop % SED Pop %
Youth Total 9,502 128,873 7.37 9,366 127,975 732 ,288 | 48,905 8.76
Age SED Pop % SED Pop % SED Pop %
00-05 2,829 37,226 7.60 2,802 37,003 7.57 1,507 2267, 8.75
06-11 3,102 42,589 7.28 3,102 42,589 7.28 1,365 458, 8.83
12-17 3,571 49,058 7.28 3,462 48,383 7.15 1,413 2206, 8.71
18-20 2,607 24,106/ 10.81 2,087 20,705 10,08 1,097 ,6708| 12.65
Gender SED Pop % SED Pop % SED Pop %
Male 4,857 66,236 7.33 4,795 65,852 7.28 2,099 68,8 8.80
Female 4,645 62,637 742 4,571 62,093 7/36 2,186 ,0435 8.73
Ethnicity SED Pop % SED Pop % SED Pop %
White-NH 8,135 | 111,747 7.25 8,054 111,310 7.24  B,5040,287 8.71
Black-NH 72 1004 7.19 72 1,004 7.19 28 304 9.16
Asian-NH 64 655 9.84 24 331 7.5 9 97 8.87
Native-NH 321 3,809 8.42 314 3,745 8.37 208 2,199 449
Hispanic 910 11,658 7.80 oC1 11,535 7.78 534 6,0188.87
Poverty
Level SED Pop % SED Pop % SED Pop %
Below 100% 1,974 19,301 10.23 1,865 18,646 10,00 865, 18,646 10.00
100%-199% 2,431 30,340 8.01 2,421 30,259 £.00 2,4230,259 8.00
200%+299% 2,364 33,726 7.01 2,355 33,645 7.00 0 0.000
300+% 2,733 45,506 6.01 2,726 45,425 6.00 0 0 0.00
Residence SED Pop % SED Pop % SED Pop %
Household 9,366, 127,975 7.3 9,366 127,975 7.32 854,2 48,905 8.76
Institution 97 522 | 18.54 0 0 0.00 0 0 0.00
Group 39 376 10.46 0 0 0.C0 0 0 0.00

Statewide, youths (birth to 17) estimated to hae® & about 7.4%, while those 18 to 20 are
estimated to be 10.8%. For households under 20080 youths with SED is about 8.8%; for
those 18 to 20 it is12.7%. Youth rates of SED fates and females are generally similar (~7.3—
7.4%). Percentages are slightly higher for thoskeu200% poverty (~8.7—8.8%). Regarding
ethnicity, Native American youth generally haveht@gpercentages of SED than other groups.
Hispanic and Black youths typically have the naghbst percentages. Estimates broken down
by income level shows a clear trend toward increég&ecentage of SED as income decreases.

Table 2 provides data regarding the number of yoa#étved at each of the Community Mental
Health Centers (CMHCs). There are 23 CMHCs in Wymmone per county. The data is sorted
from the CMHC with the least to the most underseéryeuths. Twenty-one of the CMHCs have
rates of 68% unserved youths or higher, with a nitgj@¢l1) falling in the range of 71 to 79%.
These numbers clearly demonstrate the strong meedd continued development and
enhancement of the system of care for children @ED and their families in Wyoming.
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Table 2: Estimated Youth in Need, Number of SED Yalh Served, and Percent of Underserved for FY02
By Community Mental Health Centers in Wyoming

Total SED

County E_st. Youth Youth Est. Youth % Youth
in Need Served Underserved | Underserved

Uinta 481 381 100 21%
Goshen 226 146 80 35%
Hot Springs 79 25 54 68%
Converse 254 74 180 71%
Carbon 287 80 207 72%
Washakie 170 48 122 72%
Big Horn 249 68 181 73%
Sheridan 473 123 350 74%
Teton 259 66 193 75%
Niobrara 41 10 31 76%
Albany 439 99 340 7%
Sweetwater 782 167 615 79%
Campbell 745 160 585 79%
Weston 117 25 92 79%
Johnson 126 24 102 81%
Lincoln 325 59 266 82%
Park 469 80 389 83%
Natrona 1,288 198 1,089 85%
Platte 165 25 140 85%
Fremont 755 104 651 86%
Sublette 110 13 97 88%
Laramie 1,548 176 1,370 89%
Crook 114 9 105 92%

Totals 9,502 2,160 7,339 75%

The most recent data regarding payment sourceldgrouths receiving services include private
insurance, Medicaid/Medicare, out-of-pocket, sexdontract/other agency (e.g., federally
funded, other State agency), and other/none. Cqertgentages for each source vary, but, on
average, the majority of youths (44%) receivingy®es are covered by Medicaid or Medicare.
The second highest percent (24%) is for those wheive services free. However, this figure
may be somewhat inflated, as two of the countiestd.and Fremont) report very high
percentages of youths in the “Other/None” categlbmhese percentages are removed, the
average for the “Other/None” category is 3.5%. Telagether, private insurance and out-of-
pocket payment accounts for an average of 24%.Gaeta regarding income in 1999 for
households and families indicates that the ranga $15,000 to $99,999 covers the majority of
people (76.7% for households, 82.3% for famili@sYMyoming. The median income for
households is just under $38,000 and between $46,800 for families. The range of $25-
75,000 includes 52.8% of households and 58.9%olilifss.
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Demographic Data on Race/Ethnicity, Primary Languag, and Region of Birti¥: Most of
Wyoming’s population (98.2%) is identified as hayonly one race, with the rest identified as
having two or more races. Caucasians represehtlglignore than 92% of the population,
followed by Hispanics or Latinos (6.4%) and Amendadian/Alaska Natives (2.3%). Other
ethnic groups represent less than 2% of the papualaven when taken together. However, an
“other” category of ethnicity is 2.5% of the poptida, and those with two or more ethnic
backgrounds represent 1.8%. The vast majority @3@& \Wyoming residents speak English
only, while 6.4% speak a language other than Einghsur percent speak Spanish, 1.4% speaks
other Indo-European languages, and 0.5% speaks AsiRacific Island languages. Ninety-
seven percent of Wyoming’s residents were borhénUnited States. Those born in other
countries primarily came from Latin America (40.3%yrope (26.2%), or Asia (19.4%).

Placement and Referral Sourcestn FY02, 19,237 people of all ages received a mémalth
service. Of the total service hours funded by Sgateeral fund dollars that year, 22% were to
children ages 17 and younger. Almost 88% of thesghywere living with parents or other
relatives and 5.75% were living with non-relatedspas (Wyoming Client Information System,
2002).DFS data regarding placement of children with ahividualized Education Plan (IEP)

and those in the juvenile justice system indicdlted 69 placed youths had an IEP, whereas 339
were on probation. For both groups, a range ofiseswvere offered and youths often received
multiple services. The list of services is too lafba present here, but they ranged from basic
needs (e.g., clothing) to medical treatment, therapentoring, foster care, educational services,
and crisis intervention. Table 3 presents updatéamation (as of May 31, 2003) regarding
placement in foster care, the Boy’s or Girl’s sdhaad residential treatment. Of those placed in
foster care, a little over 64% were with non-refes. About 42% of those placed in any of the
settings went to the Boy’s School, Girl's Schoaljroresidential treatment. Table 4 indicates the
sources of referrals to services; most were raddvgeeither family/friends or schools.

Table 3: Placement Locations Table 4: Referral Sources

Placement Type Number Referral Source %
Boy’s School 68 Family and friends 31.0
Girl's School 89 Schools 25 4
Foster care with a relative 220 Self referrals 70
Foster care with a non-relative 300 Department of Family Services 6.8
Long term foster care with a relative 7 Court or correction agency 30
Long term foster care with a non-relative 4 Physician 30
Specialized foster care 2 Inpatient facility 04
Specialized foster care with a non-relative 50

Therapeutic foster care with a relative 2 (C. Shaver, personal communication, June 5, 2003).
Therapeutic foster care with a non-relative 69

Residential treatment 307

Education Data Regarding Disabilities, Special Edwation, and Literacy Levels: According
to an evaluation of services to young children wiigabilities in 1998, the Departments of
Health, Education and Family Services reported Wabming has identified fewer children with

% Based on 2000 Census data. Please go to httpkfgats.census.gov/qfd/states/56000.html.
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emotional and behavioral problems than can be ¢ggéeo exist in the population, especially in
the early years during which intervention can beeexed to be most effective. There are two
reasons for under-identification. First is the gaheoncern about assigning a child with the
label of emotional disability. Second is the lac¢kjoalified psychologists, psychiatrists, or
school psychologists with expertise in early childtl. Of the pre-school-agetiildren in
Wyoming who areurrently receiving services for a disability, thés only one child identified
as having an emotional disability; however thiaas identified as the child’s primary disability.

According to the Wyoming Department of Educatidatistics from the 2003-04 school year
(December 1, 2003 enrollment count) indicate tHa640 youths have been identified as having
some type of disability (see Table 5). The largestent (44%) of those have a learning
disability, followed by speech/ language disabi{@$%), other health impaired (11%),
emotional disability (9%), and mental disability4h For the official December 2003 count of
students with disabilities receiving special edisegtl,107 were identified as having and
emotional disability (ED). The total number of stads with Individual Education Plans (IEPs)
was 11,640. Thus, 8.7% of students with disabditido have an IEP were identified as having
an emotional disability. Table 6 provides data at@ment of these children.

Table 5: Disabilities

Disability/Impairment Number Disability/Impairment Number
Learning Disability 5,118 Hard of Hearing 124
Speech/Language Disability 2,999 Traumatic Brajarin 73
Other Health Impaired 1,225 Multiple Disabilities 69
Emotional Disability 1,017 Visual Impairment* 53
Mental Disability 608 Deafness 22
Autism 172 Deaf-Blind Disability 0
Orthopedic Disability 133 * Including blindness.

Data regarding literacy levels for Wyoming studeantgrades 4, 8, and 11 for four years is based
on the WyCAS, which is a statewide test that alledsgcators opportunities to identify areas of
strength and weakness in their educational programosder to improve teaching and learning.
Public school and public institution students iadgs 4, 8, and 11 take WyCAS tests each
spring. The tests cover reading, writing, and mathiecs. For the school year 2003 — 2004, 47%,
41%, and 50% of students iff 8", and 11" grade, respectively, scored as proficient or
advanced in their reading abilities. Thirty-fiverpent, 41%, and 32% of students ff, 8", and

11" grade, respectively, scored as partially profigiemereas about 18% scored as novice in all
three grades. These numbers are relatively stabbssyears and grades.

Services Available to Children and Adolescents witlSED): Wyoming contracts with State
certified Community Mental Health Centers (CMHO®ttprovide State-purchased services for
children and adolescents with SED. These CMHC salse enrolled with Medicaid to provide
similar services to Wyoming Medicaid recipientseTgurpose of State-purchased and Medicaid
covered services is to promote full recovery froBDSand uninterrupted community living by
providing intensive interventions with youth aneittfamilies, involving all relevant local
agencies and resources in a system of care. Sgexigt on a continuum that ranges from the
least restrictive to most restrictive environmexdditionally, Medicaid and DFS have a blended
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Table 6: School Aged Children Receiving Special Eadation Under the Emotional Disability (ED) Category

Educational Environment Ages Ages Ages
6-11 | 12-17 | 18-21 | Total

Outside class < 21% of day 97 176 12| 285
Outside class 21% to 60% of day 69 227 15 311
Outside class > 60% of day 90 158 8 | 256
Separate public facility 7 30 1 38
Separate private facility 1 1 0 2
Public residential facility 8 10 7 25
Private residential facility 6 49 2 57
Homebound/hospital placement 2 12 0 14
Correctional Facility 0 29 0 29

Total 280 692 45 1,017

funding arrangement to contract for residentialisess and therapeutic foster care treatment
services via Medicaid. Medicaid is also used tmtrirse acute and extended psychiatric
hospital stays. DFS manages the foster care pregaach pays for the majority of these and a
few other residential services. The DOE also plgoeghs in residential care for educational
purposes. There are a number of other Departmempi®grams that purchase different types of
services, such as ti@hildren with Special Needs ProgranBest Beginningéfor pregnant or
new mothers), and Substance Abuse. Table 7 indithéeservices provided by CMHCs to
children and adolescents with SED and their fasilie

Table 7: Services in Wyoming for Youths with SED
Service Details

Evaluation of the child’s or adolescent’s mentaltieand substance problems,
including functional assessment.

Agency and Community- | Mental health and substance abuse treatment seffaicéhe client, to include the
Based Individual/Family | family where appropriate. The service may be predidt the agency, in the
Therapy client’'s home or in other community locations adicated.

Contact for the client with a psychiatrist for avation and for medication
prescription and management.
The non-clinical services of referring and linkiaglient and family to
Case Management community resources and monitoring the effectiveriggesources, using
advocacy to assist the client and family as necgssa
A limited amount of funding is available to each BM to assist children and
adolescents with SED with emergency subsistenescpption medication costs,
Quality of Life Funds obtaining health services (including dental and @), acquiring and retaining
living quarters, transportation, respite care awtaation/socialization. Such
assistance is generally one-time or temporary ambi an entitlement.

In larger community mental health centers, the following additional services are
usually available:

Children and adolescents with SED are treatedanjg to maximize positive
peer support.

Some CMHCs offer summer day treatment programsdeigee intensive
treatment and therapeutic activities for childred adolescents with SED.

Clinical Assessment

Psychiatric Services

Additional Services
Group Therapy

Summer Day Treatment
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Skill training, provided individually and in a conumity setting, to assist clients
to acquire and use independent living skills.

Some CMHCs recruit, train, and supervise adulfrtwide therapeutic living and

interventions for children or adolescents with SElb are placed by the center in
their homes. Since therapeutic foster care is densd to be a state-wide service,
centers that have such homes can accept placefmgnith from any county.

Individual Rehabilitative
Services

Therapeutic Foster Care

Collaboration with other Federal, State, and LocaPrograms: Wyoming’s Mental Health
Division is collaborating with many different publand private groups to ensure the highest
level of care for children and their families iretBtate. Table 8 indicates current activities,
which include early screening, initiatives for NatiAmerican populations, and family courts to
name just a few.

Table 8: Collaborative Efforts of Wyoming’s Mental Health Division (MHD)

Initiative

System of Care (SOC)
Steering Committee

Collaboration with
UPLIFT
(Federation of Families
for Children’s Mental
Health)

With Eagles Wings

Community Action
Grant: CASSP Phase |

State Continuation:
CASSP Phase Il

Program Improvement
Plan

Children and Families
Initiative

Early Childhood
Intervention

Activities

This committee, composed of MHD, DFS, DOH, DOE, WPL, and the Wyoming
Association of Mental Health and Substance Abusad®s, works together to
create a statewide community-based SOC for childiemSED and their families
that is culturally and linguistically competent,ugb guided, and family driven.

MHD engages in ongoing collaboration with UPLIFTpimvide resources

for families of children with mental health needs,well as family to family
education, training, advocacy and support. MHD alsitaborates with UPLIFT on
the Statewide Family Network grant. MHD partnertMdPLIFT on a daily basis
to enhance and develop the system of care forrelildith SED and their families.

The MHD engages in various levels of collaboratorsustainability and program
development for the Circles of Care grant on tisemeation.

Received funding to begin the SOC building prochsf a state-wide Search
Conference to achieve consensus and begin defyualty for the SOC. The
advisory council for this work is the SOC Steerbgmmittee.

Received funding to continue the SOC building psscassessed 23 counties using
the Community Readiness Tool for Prevention Re$emrassess each county’s
level of readiness to provide SOC for children vBED and their families.

A result of the Federal Child and Family Serviceviees: Collaborated with DFS
on committees with other State agencies, advocemypg, elected officials, and
representatives from the legal system to developnaprehensive Program
Improvement Plan designed to create better outcdondamilies and children.

The MHD collaborates with DFS to carry out {Bbkildren and Families Initiative
The Deputy Administrator of the MHD is currentlyergeeing the work under the
auspices of DFS. This Initiative is the result ofact adopted by the Wyoming
Legislature and signed by Governor Freudenthal &mdid 2004. This initiative calls
for the creation of policy direction, a strateglarp and future legislative proposals
designed to improve the lives of Wyoming's childaer families.

The MHD contracts with Southwest Counseling SexviceSweetwater County to
place a clinician and case manager into the Chiddelbpment Center (CDC) and
Head Start programs full time. Treatment servicespaovided through these
programs and in family homes. MHD also contracthWioneer Counseling
Center in Uinta County to provide through agenaogrdnation and collaboration
the Early Intervention Program to identify and sepve-school children at risk for
abuse and neglect, a Parent Support Group, thespices, and early
identification of at-risk parents and perinatal . The MHD contracts fiscally
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Maternal and Child
Health

Wyoming Early
Childhood
Comprehensive Systems
Planning Grant (Child
Development Training
System/Family
Partnerships Model)

Collaboration with
Wyoming Department
of Education (WDE)

Residential Treatment
Center care

The Juvenile Court
Enhancement Initiative

Functional Family
Therapy

Mental Health Planning
Council

National Governor's
Assoc. Youth
Development

Collaborative Grant

Children’s Mental
Health Waiver

Wyoming Association of
Mental Health and
Substance Abuse

Centers (WAMHSAC)

Brief Strategic Family
Therapy

with UPLIFT to implement the Wyoming Early Starib@ram which supports
training for early childhood service providers retiag social/emotional screening
and intervention. This collaboration supports Wyog's Annual Children’s Mental
Health Conference and support and advocacy fodighilunder age eight.

The MHD partners with Maternal and Child Healtlctory out ongoing initiatives.
Best Beginnings is a comprehensive, coordinatemhnwanity-based system of
perinatal services for expecting moms. The progaasures early and continued
prenatal care and coordination of services for paegwomen and their families.
Locally, collaboration takes place within the Nufsemily Partnership program to
provide outreach and prevention services for &tmsthers and children.

This initiative, under the auspices of DFS and Mekand Child Health, involves
various multi-agency committees in which MHD pdpates. Through this
collaboration, a Wyoming Child Development Trainfgstem will be developed
which will use the statewide videoconferencing eysto enhance the skills of
providers and parents for children from birth twefyears. The Family Partnerships
Model will be used as a foundation for this tragmsystem. In May 2005, a summit
will be held in which the working committees bedieveloping one strategic plan
for Wyoming’s children and families.

Collaboration with the WDE occurs through the SQ€eing Committee, where
the goal is enhanced coordination of services fwrave educational outcomes for
children with SED, reduce out-of-home placements, improve educational
coordination when out-of-home care is appropriate.

MHD works with DFS to jointly fund medically necesg treatment for children
and adolescents with serious emotional disturbance.

Collaborated with DFS, Substance Abuse Divisioripitey General's Office,
State Public Defender’s Office, Court-Appointed 8pkAdvocate, State Advisor
Panel on Juvenile Justice, Prevent Child Abuse WiygnWyoming Supreme
Court and the Court Improvement Project to creageRamily Treatment Court
model and action plan, which will help the Statgilot family treatment courts.

The MHD contracts with Southwest Counseling to pdevFunctional Family
Therapy, an EBP that reduces out-of-community preere, while increasing the
functionality of the family for seriously delinquieand substance abusing youth.
Peak Wellness is also implementing this Best RrastModel.

This council has representatives from all majomages, 51% representation from
consumers and families who guide and plan our rhaetth system.

MHD joins with all major child interested agenctesplan for Wyoming’s
children’s well being. This is a past effort thaitiated the collaborative process in
system of care development for children with SED #eir families in Wyoming.

The MHD and Medicaid are planning for a Childrekfental Health Waiver in
collaboration with all child serving State agendieduding Departments of Family
Services, Education and Health.

The MHD collaborates with the members of WAMHSAQukarly to work toward
a high quality system of care for children and tfi@milies.

The MHD contracts with Jackson Hole Community Caling Center, Washakie
Mental Health Services, and Hot Springs County Geling Services to provide
Brief Strategic Family Therapy for children at riskmental health problems and
those whose mental health problems put them aforsut of home placement. A
main strategy is participation in the developmetdnning, and implementation of
a children’s SOC through the wraparound model dadho wrong door” concept.
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Section B: Implementation Plan

Primary Goals and Objectives of the ProjectThe overarching goal of WyomingGhild

Mental Health Initiative(CMHI) is to create an accessible, effective,ogdint, and sustainable
system of care (SOC) for children and their farsiliglore specifically, the State will develop
infrastructure and services necessary to 1) rgtoath with SED currently receiving out-of-
community services to their home communities angr@yent, whenever possible, placement of
at-risk youth out-of-community by serving them lreir communities. This effort is based on
and guided by the core values of a SOC: child-cedtand family-focused, community-based,
and culturally competent services. Wyoming’s pkaioi initially implement SOC reform and
development in two to four regions of the Statehweixpansion to other regions in later years of
the grant. The organizational chart in Appendixilb serve to structure this section.

The development of the implementation plan has wedwver a several year period. In brief,
development activities included an independentuatadn of the SOC overall, grant funding to
build consensus, a statewide Search Conferenceegiahal meetings with key stakeholders,
statewide community readiness assessments, ae &stem of Care Steering Committee, and
legislation creating th€hildren and Families InitiativeFamily members, State and local child-
serving agencies, providers, community leaders,nagchbers of minority groups have been
involved in all phases of these projects. Youthuinpas come from family-run or advocacy
groups and satisfaction surveys.

A. Infrastructure Development: Wyoming will organize and coordinate available Fatle

State, and local resources to achieve a lastimgstricture for the SOC. As the organizational
chart indicates (Appendix 6), the CMHI involvesdigrimary groups/stakeholders: the
Wyoming Department of Health (WDH), Department ahtly Services (DFS), Wyoming
Department of Education (WDE), Wyoming AssociatagdrMental Health and Substance Abuse
Centers (WAMHSAC), and Wyoming’s Federation of Hasifor Children’s Mental Health
(UPLIFT). The organizational plan encompasses eeshstate vision amongst all stakeholders
which has been reached through years of collalworatithin the core values of a system of care
for children with SED and their families. Our vigies such that all stakeholders will play key
roles in a system that is truly braided at theestatel, and a similar plan will be replicatedra t
regional and local levels. The CMHI grant will becglly run through the WDH Mental Health
Division, and will be overseen by the Principaléstigator, who is housed within the Mental
Health Division. The Project Director will be a WMental Health Division Administrator
currently on loan to the Department of Family Segsi Children and Families Initiative. A
myriad of collaborative efforts are and will conteto be planned and implemented through the
System of Care Steering Committee (SOC-SC) attdie kvel, and a similar structure will be
replicated at the regional level. Whereas the S@&Rfgages all stakeholders in the SOC
development at the State level, Local CoordinaGoghmittees (LCCs) will be created to engage
in similar fiscal management, system developmedtiaplementation activities at the regional
level. At the individualized level, each child/fdynreceiving services through the grant will
collaboratively develop a care plan with variousmoaunity groups/agencies and providers, and
this Family Care Team (FCT) will carry out the cplan. Each FCT will be coordinated by
Family Care Coordinators to ensure that all sergroziders on the FCT are working together
smoothly to meet the child and family’s needs. Mé&n to work together as we develop the
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process of developing a formula for working toweade rates, and these rates and processes of
developing these rates will be reviewed regulaylal collaborators. In addition, with regard to
choosing and implementing Evidence-Based Pracsigels as MST and FFT, we will

collaborate to design a method of analyzing théscokimplementing these models and will
maintain flexibility with regard to unique finantieommunity needs. We will allow for
differences between urban centers and rural cem&ks/oming with regard to implementation

of Evidence-Based Practices. Memoranda of Undaistg (MOUSs) have been developed and
agreed to by these State agencies and groups (AppkEn

Systems Integration, Interagency Collaboration, Sefices Integration: Interagency
collaboration has occurred for multiple years at #tate and local levels. The primary difficulty
has been integrating State-level planning withllgallaborative efforts. Thus, infrastructure
development and organization will serve to integthese efforts. At the State level, the System
of Care Steering Committee’s (SOC-SC) focus is mgvoward a statewide community-based
SOC for children with SED and their families. ThH@G-SC'’s primary responsibilities include:

1) acting as “barrier busters” by facilitating igtation of policy and funding at the State level to
close gaps in the current “silo” system; 2) deveddpequest for Qualifications (RFQ)
announcement and selection process inviting latatagency collaborations to establish Local
Coordinating Committees (LCCs); 3) review and apprBFQs; and 4) help facilitate the
implementation, evaluation, and monitoring of thejgct in each region. The MOU among the
agencies and groups that compose the SOC-SC with s a founding document that outlines
the roles, responsibilities, and strategic plantanfund the SOC.

As barrier busters, the SOC-SC will: 1) addressdassdentified by State and local stakeholders
that prevent implementation of an effective sendebvery system, 2) ensure cultural and
linguistic competence standards at State and legals with help from experts in cultural and
ethnic issues, and 3) use learning from initiaigets to develop a strategic plan for development
of SOCs in other areas of the State. Wherever pplessamilies, service provision staff, and
evaluation and administration from the pilot regamill act as trainers/mentors for other areas of
the State as statewide implementation occurs, ukmgnvest in Kids Rollout Model.

The SOC-SC will develop and distribute a RFQ taalinties in the State. The RFQ will outline
basic qualifications needed to be considered asital pilot site for SOC development.
Specifically, the RFQ will ask that applicants gpat a “region.” A region may be a single
county or multiple counties. The reasons for kegliexibility in this definition are that 1) all
areas of the State should be eligible, 2) the gawgr of the State may be more or less conducive
to counties working together or alone, and 3) sommties have a history of working together,
while others do not. Thus, a single county thaeigarated by significant geographical barriers
from other counties should have no less a chanbe &elected than a multi-county partnership,
provided they meet the RFQ guidelines. Furthermamegd-hoc subcommittee of the SOC-SC
will help interested areas develop their appligaithrough consultation.

The minimum requirements of the RFQ concern Admiai®n, Services, and Evaluation.
Administratively, a given region must have an agtinulti-agency collaboration (i.e., meet
regularly, use meetings to guide treatment andr@fegrammatic decisions). Members of these
groups must be willing to enter a legally-bindirggeement (e.g., MOU) to work as a Local
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Coordinating Committee (LCC). The Regional Coorthnsion the LCCs serve as managers of
service funding and provision, with the goal ofatneg wraparound services via blended funds
that meet the needs of the child and family. Thegheate system gaps in services and other
needs (e.g., availability of required, optionalgd amon-mental health services), develop and
implement strategies (with the help of the SOC-®Q)vercome these gaps, and evaluate
process and treatment outcomes. The proposal meistle plans for implementing evidence-
based practices (e.g. MST, Therapeutic Foster Cla@€}s must ensure the cultural and
linguistic competence of services. The SOC-SC ngiliew applications and select two pilot
sites, then work with the sites to begin developimiemplementation, and evaluation processes.
During the first month following the selection aestablishment of pilot sites, funding will be
made available to hire the following positions éach LCC: Regional Coordinator (1 FTE),
Regional Care Manager (1 FTE) and Administrativeigtant (1 FTE). (The roles and
responsibilities of these positions are descrilager]) The LCC staff will be employed as the
designated local fiduciary of funding for servicksaddition to LCCs, the project will utilize
Family Care Teams (FCTs). A FCT is a formal collabion of care, where providers, youths,
and parents pool resources and knowledge to aggassact, and monitor progress jointly.
FCTs also include informal supports (e.g., prolratfficers, religious figures, neighbors), but
they must actively treat/support the youth. Thel gban FCT is to develop an effective and
individualized treatment plan. The experience othon the “front lines” of service delivery
will inform LCCs and the SOC-SC regarding ongoiagecreviews. Thus, whereas LCCs serve a
largely administrative function, FCTs serve a prigeclinical function.

LCCs and FCTs work together to create a SOC thasjsonsive to community needs. This has
two components: 1) developing a conceptual moddeofsion making that reflects broad-based
community input and 2) integrating services, furgdiand other functions across multiple child
and family serving agencies. Consultants will cartdraining on decision-making structures for
integrating/providing services and assist withpihecess for developing the model. Successful
collaboration requires training and ongoing TA melyag mediation, dispute resolution, and
decision making, which will occur throughout implentation.

The interaction between the SOC-SC, LCCs, and R@ITsstablish performance standards that
are monitored through the Medicaid Management mé&dron System (MMIS). The National
Evaluation component of this grant provides striecand content for system and clinical
outcomes, and will be used as the basis for tlupgsal. The primary issue is coordinating data
collection and analysis among the State, regi@ral,local bodies. Wyoming has a State-level
MIS that collects a significant amount of data athe However, the State will need to work with
pilot sites to add elements into their MIS. A commiy office that serves as a central repository
of data, meetings, and, possibly, clinical worki e identified after pilot regions are chosen.

Replication: Replicationwill occur after the first year of implementationimitial pilot sites,
utilizing the Invest in Kids model for rollout. Lesns learned from pilot sites will inform other
regions of issues worthy to consider, thereby desing the likelihood of encountering similar
pitfalls and speeding SOC development. It is apéit@d that each year subsequent to first year
pilot work two new regions will be selected, usthg same process described above. Also,
regions not selected in the first year will have tpportunity to participate in progress updates
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for initial pilot sites to allow connection to tleeerall effort. It is anticipated that by the erfd o
the grant period, SOC development will have expdridevirtually all areas of the State.

Access & Wraparound ProcessWyoming will ensure that families know how and winéo

get services and that services are individualiZbéese goals are the essence of a “no wrong
door” and “wraparound” approachhe flowchart below presents a schematic for Wya@sin
vision of providing access and tailored treatmentduths and their families. A review of the
flowchart indicates four steps in the process:cteas, 2) evaluation, 3) service coordination,
and 4) monitoring. A child may enter the systenotigh several pathways, such as referral from
various groups, service providers, or involuntanytes (e.g., court-ordered treatment). Next, a
collaborative assessment process with the famillydetermine immediate/emergency needs,
youth and family strengths/capacities, and ideritifyneed for a referral to the Regional Care
Manager. For youths and families who need muligglevices, a Family Care Coordinator is then
chosen by the family to help them a) determinetypes and amounts of services, b) develop a
service plan and select providers, then c) impldrttenplan. Finally, once services have begun,
data is obtained regarding utilization, satisfattijorogress toward goals, periodic re-assessment

of priorities or treatment goals, and updated megit plans as needed.

Multiple Access Assess Planning and Monitoring
Points Strengths, Linking
Priorities, & Services Utilization of
Referral Resources : Service Data
Information Select Family
Emergency Care
and i
_ Coordinator Progress
Service Immediate
) Toward
Providers Needs Met Jointly Sl
Determine o
) i utcomes
Information Service
Advocacy and Referral Type/Amoun Re-
Groups determine
Complete Develop Strengths,
ivolunt screening & Service Plan Priorities, &
mll:)orggez;y assessment
Select Update Plan
Providers as Necessar
Referral to y
Regional
Care Implement
Manager Service Plar
Client Doesn’t Want or Need Servit
Service _V
Exit
Services Unavailab Points

Client, Community, and Systems Aocac)

Outcome
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Within this systematic procedure of accessing &eéiving services, a number of different
issues may arise at each step. First, a given yandtfamily may not need or want services, or
may need only one particular service. In the forosese, the youth and family may simply exit
the system (assuming treatment is not court-ordehedhe latter case, the youth and family
would receive or be referred to the needed seamckewould not need to go through the process
described above. Assuming the youth and familyirequultiple services, they will be referred
to the Regional Care Manager on the LCC. The RedjiGare Manager will then work with the
child and family to choose a Family Care Coordin@&@C).The FCC will collaborate with the
family and child to determine the types and amoohtervices, i.e. wraparound. The greater
number of service options, the more likely a fitwihe youth and family’s needs. More
importantly, wraparound focuses on a family's gtks, including culture and natural supports
that exist within the family, neighborhood, or conmmty. Furthermore, the Family Care
Coordinator will be the person who links the familith needed primary care, education,
juvenile justice, and/or child welfare serviceswéwer, it may be that a youth and family need
multiple services, but only some of those servaresavailable. In this case, the evaluation
process would identify alternative means of gettiegded care or frankly discuss limitations of
services with the family. Fortunately, there areadcy and other local organizations that often
provide some type of service or forum for addregsieeds. Additionally, service development
is meant to address these gaps and ensure as vadgeaof treatment options as possible.

Funding, Number of Youth Served, & Care Reviewinteragency collaboration through
contributions from different child-serving agenc@srently takes place in a myriad of situations
in Wyoming. First, the Wyoming Department of Hedlhich includes the Mental Health
Division, Substance Abuse Division, DevelopmentalaDilities Division, and Maternal and

Child Health), Department of Family Services, Démpant of Education, and UPLIFT have all
contributed nonfederal match dollars to building 80C. For year one, it is anticipated that
approximately $334,000 in nonfederal in-kind anghceontributions will be available as match
for the federal grant amount. Each of these cautinly agencies has one to three representatives
on the SOC-SC. The MHD collaborates and fiscaliytarts with Community Mental Health
Centers (CMHCs), which includes monthly meetinghvdMHC directors to discuss SOC
development. The MHD also fiscally contracts witRIUFT, who has committed both cash and
in-kind nonfederal match. UPLIFT has played a vitd¢ in the development of the CMHI grant
planning and will continue to be highly involvedtire development of the SOC. Representatives
from each of the divisions indicated earlier cotledie on a daily basis with regard to federal
grants and, at the local level, various multi-agecmmmittees exist in each community. These
collaborative efforts are often Safe Schools, 2@ TANF grant committees.

The Mental Health Block Grant program in Wyominggtarically, has created new or expanded
community support services to targeted populatiprevide training to clinical and community
support staff, and assist with data developmentifeblock grant. Beginning 4 years ago, we
began funding consumer run projects that had ndyata generate future funding, such as
educational and advocacy projects sponsored by IRIWyoming's Federation of Families for
Children’s Mental Health. There are also many @i between the MHD and other agencies
listed in Table 8. Also, CMHCs interested in bepilgt sites will submit projected match sums.

Exemplary wraparound programs blend system fundsan, therefore, provide a flexible and
comprehensive array of services. For example, ssritbed by Kamradt (2000), Wraparound
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Milwaukee “pools funds through case rates paidieyahild welfare and juvenile justice
systems, receives a monthly capitation paymeng¢dch Medicaid child enrolled, and
coordinates other insurance and Supplemental $gd¢acome payments to form a type of
insurance pool...After all funds are pooled and degatized, Wraparound Milwaukee can use
them to cover any services that families need.”

Wyoming will utilize a similar method of blendedniding to finance the SOC. During the first
year of implementation, services will be fundedaonexpense reimbursement basis which will
evolve to a case rate reimbursement method thereBfginning year two, services will be
purchased through a case rate from a SOC fundiabtipat combines funds under this grant
with funds from the Departments of Health, Famigngces, and Education and Medicaid fee
for service. Local Coordinating Committees (LCCd) administer the funding case rate pool
across an eligible population after establishirjgh#& MIS to be used for assessments,
developing the Individual/Family Services Plan ([fjSauthorizing services, and tracking
expenditures; and 2) an administrative structumaadoitor costs and ensure spending authorized
through the IFSP is in line with the case rate. Amyfits" generated will be used to create a risk
pool that can be drawn upon during periods of uallghigh expenditures. Once an adequate
risk pool is developed, additional "profits” wilelreinvested into the system to build toward
sustainability beyond federal funding. Allocatingfiaipated savings resulting from this method
to an incentive pool which could then be paid ® ti€Cs based on achieving performance
standards will occur. The project will also devetient profiles and clinical pathways for each
profile using national models and local expertsadsist in costing the SOC and developing
case rates. The pathways model will be used tstdadihe development of ISFPs and will be
continuously updated/modified based on evaluaticsutcomes.

The LCC will partner with local DFS staff, JuvenReobation, schools, health care providers
and UPLIFT during the first 6 months of implemeigatto develop a strategy for identifying
and admitting youth at risk of residential placein@ihis strategy will include 1) a public
information and outreach component to educategalhaies and organizations serving children
and families about the program and referral prqc8@sgdevelopment of a LCC protocol for
intake and assessing risk of out-of-home placen®rgrmation of multiple intake committees
across the region consisting of schools, probati@t staff, DFS staff, service providers,
UPLIFT staff, and volunteers to ensure youth mostaed are accepted into the program.

The SOC-SC and LCC staff will develop a prioritstland phase in strategy for bringing youth
back to local services. It is anticipated that dgrihe first six months of implementation, 6 to 12
children and adolescents per month would be aduniti¢he program in each pilot region. This
would be one to two new cases each month per F&ailtg Coordinator until they reach their
average caseload of 10-15 children/families. Betwg&to 78 youth will be enrolled by the end
of the first year of implementation. These timetimeflect experience with service development
initiatives in States such as Kansas and Nebrétsisaanticipated that during the third year, the
cost savings from bringing youth back and servivept in lower cost community alternatives
along with additional funding potential from a Medid Home and Community Based Waiver
will allow the project to accept 50-80 additionalugh. As this cost-savings is realized, more
Family Care Coordinators will be hired at the begng of the third year. Five to six youth per
month will be admitted to the program. With addiébgrant funding in year four, 50-80 more
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youth will be enrolled using the same process. Basethe case rate, it is anticipated that the
system will have the capacity to serve 150-200 lyagtross the pilot LCCs. Cost savings which
would be reinvested to serve more children andesdeits in the pilot areas. The number of
children expected to be served annually throughsiegyices is as follows: care coordination,
150-200; intensive home-based services,150-20€isantervention, 75-100; day treatment, 25-
50, therapeutic foster care, 20-30, and respite, d&5-150.

Training/Workforce Development: Intensive training and TA around Multisystemic Téyay,
Therapeutic Foster Care, Crisis Services, Wrapalamily Partnerships, Parent/Professional
Relationships, cultural competence, school merdalth integration, mediation/conflict
resolution, SOC development, program evaluatiod,farancing strategies will continue
through year three. During this period, interngjioaal training components will be developed
so that the system can provide its own trainingaars three through six for other areas of the
State involved in replicating the project. Duritg third year, a comprehensive systems analysis
will be conducted around cultural and linguistierqmetence and a strategic plan developed
regarding issues such as 1) disproportionate reptaon of racial/ethnic groups in juvenile
justice, child welfare, and mental health populadia?) recruitment and retention of staff
representing the diversity of the region who are &b speak the language of the people in that
region, and 3) involvement of parents from divdyaekgrounds in policy making.

Service delivery training contracts will be deveddmnd signed in the first year of the project.
These include 1) contract with Multisystemic Ther&ervices, Inc. and/or Functional Family
Therapy to provide training for two regional LC®sit include provider staff together with Care
Coordinators, 2) contract with Boys Town to provitining on therapeutic foster care, crisis
services, and intensive family preservation, 3)t@mt with the WICHE Mental Health Program
to provide cultural and linguistic competence tiragn 4) contract with UPLIFT and the WICHE
Mental Health Program to provide training on farfitgused care and family-professional
partnerships, and 5) contract with expert traifiersnfant/toddler/preschool mental health
prevention and promotion of early screening, assess and treatment. An intensive phase of
training would occur in months five through twekliter implementation as new staff is hired.

Intensive wraparound training will be conductednanths 10-12 to orient local providers,
advocates, and other stakeholders. During theyi@at, contracts will be developed and signed
for wraparound training through WICHE for Mark Def(rwho has provided wraparound
training for over 10 years. The LCC staff will alsttend the trainings on Family Partnerships,
Multisystemic Therapy or Functional Family Therafhgrapeutic foster care, crisis services,
cultural and linguistic competence, and family-feed care during year two. Since one of the
goals of this project is statewide replication,teatthe trainings will allow for statewide
attendance and participation. By the beginnindnefttaining phase, the Wyoming Department
of Education (WDE) will develop a process for séleg school personnel to attend training and
a method to reimburse for costs necessary to attenttainings (e.g., travel, substitute teachers).

The MHD and the DDD will collaborate with DFS’s BaChildhood Comprehensive Systems
Planning Grant Child Development Training Systereritbance providers’ and parents’ skills in
promoting social/emotional development for childfiezm birth to five years old. It will offer
modules in infant-preschool mental health usingstlaéewide video conferencing system. Each
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participating site will have a facilitator on-sitesponsible for the training session and providing
programmatic consultation to participants aftergassion at their facilities. This collaboration
will include educating providers about the FamigrtAerships model to enhance the capacity of
service providers to meet the needs of very youmgren and families.

Family/Community Support and Involvement: Family advocacy groups or organizations are
extremely valuable in facilitating collaboratiomppiding input and feedback, as well as training
and support when developing a system of care sHfamily-driven and youth-guided. Wyoming
is fortunate to have an active statewide chapténeftederation of Families for Children's
Mental Health. This organization's is UPLIFT, whiobgan in 1990 with seed money from a
community CASSP grant and incorporated as a nofitgamplete with a volunteer board of
directors. UPLIFT's mission is to promote the el health and well-being of Wyoming
children and families. Their purpose is to encoarstgbility and success for children with or at
risk of emotional, behavioral, or learning disoglat home, school, and in the community.
UPLIFT serves families of children from birth to 28ars of age. They currently maintain five
offices across the state, but staff members dssisties regardless of their location, traveling to
meet with them when necessary. Throughout theiotyisUPLIFT has always maintained a
board membership comprised of a majority who am@lfamembers. In addition, the majority of
UPLIFT staff members are family members of childneth emotional and behavioral disorders.

UPLIFT family representatives have actively papated in State led efforts to develop a SOC
for children and their families. Supporting UPLIETork with families in this frontier state is
an important component in Wyoming's plan for depglg the SOC. UPLIFT staff will assist
with development of the regional governance stmagtiocal Family Care Teams, administrative
structures, and program evaluation. UPLIFT willistsi; gathering stakeholder input from
families in each of the funded pilot sites to eestulturally and linguistically competent family
involvement in implementation of the project adies. UPLIFT will recruit and train a Family
Care Coordinator for each pilot site who will féteite Family Care Teams, and provide
outreach, advocacy, and evaluation assistance.F-IP&thff will inform parents, community
leaders, and professionals about goals and purpdsles project in addition to promoting its
local and toll free telephone numbers for accedartoly support and advocacy. Staff members
will be available to assist families through dirassistance, phone consultation, and e-mail.

Wyoming is committed to providing services to indivals regardless of background or
disability. Stakeholders representing minority ards will be invited to participate in State,
regional, and local system-development processeseh as hold positions in the governance
bodies to be created. Clinicians from facilitieattierve consumers from diverse backgrounds
and consumers will be asked to provide feedbackrdigg the effectiveness and competence of
services. Issues regarding Native American andatisppopulations and rural health will be a
core component of implementation training. Wyomisgome to the Eastern Shoshone and
Northern Arapaho tribes, located on the Wind Rimelian Reservation. The Mental Health
Division has worked with the tribes over the lasteyal years and will continue to obtain input
and feedback on ensuring the CMHI is culturallyssire and appropriate to both tribes. These
contacts will serve as gatekeepers and will lirk@MHI with other community leaders. The
CMHI will respond to requests from the tribes onthing about us without us" and will use
consultants/trainers directly from both tribesrairt others on how to best work with Indian
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people in Wyoming. Additionally, the Northern ArdqmaTribe was awarded a Circle of Care of
grant for With Eagles Wings (WEW). WEW provides rweimg, transportation, advocacy,
outreach, traditional/cultural healing, and casaagament to all youth on the Wind River
Indian Reservation. The CMHI will consult with thexbhout their lessons learned. The SOC-SC
will work directly with the Tribal Liaison. There ialso a large Spanish-speaking population in
Teton County. The child serving agencies in Tetonri@y collaborate actively with the CMHI
and during infrastructure development, focusediatahsive plans will be developed to address
and enhance the needs of this population in aralijuand linguistically competent manner.
Furthermore, on-site, specific cultural competese diversity issues will be addressed in each
of the pilot sites. As the project expands, tragnfior clinicians will involve dissemination of
cultural sensitivity related to the screening assegsment protocols.

Evaluation & Technical Assistance:Wyoming recognizes the importance of ongoing
evaluation of the SOC and will comply with Sectlb(c) of the Public Health Service Act by
conducting 1) longitudinal studies of outcomeshaf $ystem of care, 2) related service
outcomes, 3) the effect of systems of care oreatilbn of institutional settings, 4) barriers to or
success in interagency collaboration, and 5) coesamd family views of and satisfaction with
the system of care’s effectiveness. In this regegeening and assessment instruments will need
to demonstrate sound psychometric properties alaralisensitivity. The selection process will
include an evaluation of the applicability of agivinstrument to a wide range of people, such as
individuals with learning, literacy, visual, audyo or language barriers. That is, the instruments
should have alternative administration procedusespecial situations. In the event that all the
instruments considered lack the scope of applitpliésired, stakeholders will utilize the best
instruments and determine the appropriatenesseasfrag them to widen their applicability.

The WICHE Mental Health Program will be contracteith to provide training in cultural
competence. WICHE has an extensive backgroundliaralcompetence. For instance, in
partnership with SAMHSA, WICHE developed standardsiental health across different
ethnicities/race’s WICHE coordinated the CMHS activities of four inatl racial/ethnic panels
with 72 members from America’s underserved-undeesgnted racial/ethnic groups (African
American, Asian American/Pacific Islander, Hispdbatino, and Native American). These
groups produced the SAMHSA/CMHS National Stand&wd€ultural Competence. WICHE

has close association with public mental healtitiest universities, colleges, tribal colleges, and
national and international educational and mergalth organizations that will provide access to
a large resource base for language and culturargse.

The State’s MIS will be helpful in providing datathe National Evaluation, and will comply
with the data collection and evaluation procedimdgated, hire required personnel, and
participate in training or other study-related atgs. Wyoming will subcontract with WICHE,
who will serve as the primary project evaluatorgioming and WICHE will create a technical
assistance (TA) plan for the SOC that involves amgj@assessment of TA needs, training
activities, and create an interagency team and dokdinator.

4 Guidelines can be found Rattp://www.wiche.edu/MentalHealth/Cultural Comp/t8shtm
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Social Marketing Strategies:Agencies need to have an appropriate proceduidefozloping

an effective social marketing strategy. Rodrigu&0@) presents such a methodology, which
will be described briefly herén general, the social marketing strategy will nezdell two

ideas: 1) a child’s mental health is an importawhponent to overall health and 2) SOCs help
youths and their families achieve mental healtheffectively communicate these ideas,
marketing strategists need to identify their missgoals, values, and the population served by
the SOC. It is particularly important to understdine beliefs and backgrounds of the target
audience, and the message needs to be sent thappgipriate means, often with the help of
community partners who are linked more stronglgansumers and their families. A good
strategy is one that has been tested and altemeekeai®d, as determined by response and
feedback. The Community Readiness Model encompadisefsthese qualities, and since
Wyoming has already conducted a statewide CommiRegdiness Assessment, the Community
Readiness approach to assisting communities inalewng effective social marketing strategies
will be used as part of the social marketing plan.

B. Service Delivery:The MHD will coordinate with the State Departmeot&ducation, Family
Services, UPLIFT, and divisions within the WyomiDgpartment of Health to ensure that
programs within those systems include mental hesathices or referral mechanisms. Youth
enter the SOC in multiple ways adhering to thevimong door” philosophy. Youth with SED
and/or substance abuse diagnoses will be refegredhypof the child and family serving
agencies indicated above, as well as juvenilegaesprimary care, family advocacy
organizations, or self-referral. Wyoming will tatg@uth below the age of 21 diagnosed with
SED or co-occurring disorders, particularly thosespntly in out-of-community placements or
who are at risk for out-of-community placementsDI& the inclusive term for children whose
emotional and mental disturbance severely limigsrtlevelopment and welfare over a
significant period of time and requires a compreheanand coordinated SOC to meet their
needs. The project will use this definition as adbae for eligibility. However, the definition
will also include elements from other criteria (eI®EA) to capture children who may not meet
all SED criteria but who do require services. Hliliiy for services within a given system is
determined at intake or when a change in casemstances result in a change in eligibility.

Criteria to determine whether a child has SED idelul) child/adolescent is less than 18 years
of age, 2) has a DSM |V diagnosis (or a DC:0-3 daais if the child is three years of age or
younger), 3) degree of emotional and mental distiick consistently prevents him or her from
functioning in at least two of the following lifeothains: age appropriate self-care, family life,
education, community living, personal hygiene,detstime management, and peer relationships,
4) the disorder must have been present for at tessiear or is anticipated to persist for a year
or longer on the basis of current (within past yelfeignosis, 5) the severity of the disorder
places them at significant risk for out of schdmme, or community placement.

The development of service provision componenteénSOC will be an ongoing process that
includes an initial assessment phase and periediews. The assessment will look at current
required mental health and support services, oakiservices, and non-mental health services in
each pilot site. Service gaps will be identified @plan will be created that 1) integrates current
services and 2) develops services that are misSgently, 15 Community Mental Health
Centers (CMHCs) provide outpatient services onrdigoal basis. All sites provide individual
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and family therapy, case management, and cridiig&tion. Eleven of the 15 centers provide
psychiatric services within one month of refer@urently, 7 of the 15 CMHCs offer
comprehensive assessment within 72 hours of réfen@ae than 50% of the time) and 6 provide
emergency psychiatric services. The average cak&oahe 21 FTE case managers is 21-25.
While the majority of treatment is provided at trenter, 10 sites see families at other
appropriate locations (e.g., home-based visitsjeS®f the centers offer therapeutic foster care
and respite care. For necessary mental healthcesmpt provided by the CMHCs (e.g.,
residential treatment), the child/family will befeered to other providers within the SOC.

In order to provide wraparound services, non-mdmtalth services typically complement the
Individual Family Service Plan (IFSP) for a chikgencies will make a commitment via MOU
with other agencies regarding services as a wonargership agreement. The participating
agencies in the SOC, when possible, will offereder to the following services: 1) education, 2)
health, 3) substance abuse treatment and preved)iencational counseling, rehabilitation, and
transition, 5) therapeutic recreational activitiasg 6) protection and advocacy. As appropriate,
established alternative or traditional healing pcas for ethnic minority groups will be utilized.

Strategies to Implement Key Service ActivitiesA primary strategy to implement key service
activities is to develop a uniform assessment mhoeand protocol across child and family-
serving agencies. The procedure is described ifldivehart and previous sections. The
protocol will enable providers across agencies atgoa family’s first contact to identify the
range of needed services for a given child andlfaridm essence, the assessment will be a
biopsychosocial evaluation of the youth, with parar attention to family context and needs.
The goal of the assessment is to identify wheth@oba given child and family require multiple
services and, therefore, need referral to a Rep©aee Manager on an LCC.

The process for developing the assessment proilidlave several steps. First, agencies in
pilot regions will submit their current intake aaslsessment protocols for review through a
group process to evaluate commonalities and dineege The goal is to create one tool that will
be useful to providers across agencies. Seconggisidn-making process will be created to
identify when the use of the new assessment togaisanted. For instance, parents seeking
medical help for a child who show no need for nmidtiservices will not undergo the assessment.
Also, there will be a need to determine which agesnneed to use this assessment. Using the
same situation, primary care providers may nonkee position to include such an assessment in
their practices (e.g., due to staff limitationshig’does not mean that efforts to enable primary
care to include such a tool in their practices wdag abandoned; it means that some providers
are going to be more or less able to do so andlibabystem of Care Steering Committee (SOC-
SC) and Local Coordinating Committees (LCCs) waed to work with such groups to find

ways to make it happen. Once the assessment to@ated, providers will be trained in its use
and the referral process. Most providers will hexperience with assessment, and training on
the new one will involve orientation to new itenfdraquiry and their significance. Using the
information gathered for appropriate referral te HCC will be a major focus.

Clinical Interventions, Care Management, & Individualized Service PlansWyoming has
detailed procedures for diagnostic and treatmerirphg for children with SED designed to
match the specific mental health needs of the ehild the most appropriate treatment or

combination of treatments. The MHD created pradjigelelines based on the DSM-IV that
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provide a foundation to assist in the delivery igihhquality, consistent clinical services (at
http://mentalhealth.state.wy.us/treatment/mhcpg.gdiditionally, other child and family
serving Departments or Divisions (e.g., Departmehtsducation and Family Services) have
their own practice guidelines that strive towardtlieeatments in the most appropriate settings.

Since illness presentation does not always meat EI8M-IV diagnostic criteria, and response
to interventions is not uniform, clinicians musgate Individual Family Services Plans (IFSP)for
each client. An IFSP requires an assessment thatifieés the uniqueness of the child and
family. Most importantly, the assessment uses avery-based approach, which focuses on the
child and family’s strengths and provides a positwmd hopeful framework within which

families work toward treatment goals. Thus, assesssrnshould include, but are not limited to,
the following components: 1) establishing rapp®)tthe context of and reasons for referral; 3)
the youth's understanding of the problem and mttimao cooperate; 4) understanding the
youth's developmental functioning, including stréisgand the nature and extent of behavioral,
cognitive and/or emotional difficulties; 5) idemnilhig strengths, weaknesses, and resources of the
family system; 6) understanding the role of geratet/or cultural factors in behavior; 7) forming
a diagnostic impression; 8) developing treatmetmemendations; 9) communicating the
assessment findings and recommendations to thatpared the youth; and 10) developing a
plan for treatment with the youth and family. Fertmore, the individual conducting the
assessment should be prepared to research oraio abnhsultation on possible cultural
explanations for behaviqrior to making a final treatment decisions or makirdiegnosis.

The comprehensive assessment will enable providev®rk collaboratively with the child and
family to create an IFSP that builds upon theisgrg strengths. The providers will include the
child and family in the development of specific @tijves that meet their unique needs and will
guide the family in the creation of a methodologyrteet these objectives within a reasonable
timeframe. Referrals to optional and non-mentaltheservices will be made as appropriate. In
accordance with IDEA, SOC providers will includéereant school personnel so that the goals of
the IEP are integrated into the IFSP. Furtherna Wwith Title IV-B, Subpart 2, of the Social
Security Act, the assessment will determine a dild family’s need for family preservation,
family support, time-limited family reunificatiomnd/or adoption promotion and support
services. Referrals to such services will be mgmmudentification of need for them.

An overarching goal of the SOC is a commitmenti®preservation of the family through the
provision of community-based services to promogwvikell-being and stability of children and
families. The intake assessment will determineytheh’s treatment needs and refer to the LCC
Regional Care Manager as appropriate. The Reg@aia Manager will assist the family in
choosing a Family Care Coordinator, who will cobtiedte with the family to identify treatment
goals, providers, and other helpful resources. Bpaity, the Family Care Coordinator will

work with the family to develop the Family Care Wef~CT), which is composed of the youth,
parent(s), and all local formal and informal praaisl or supports for the family, coordinated by a
Family Care Coordinator, to ensure the activitiethe FCT are family-guided and youth-driven.
Simultaneously, the System of Care Steering Coram{tEOC-SC) and Local Coordinating
Committee (LCC) will be developing or creating seeg that are missing in the regional SOC.
In particular, regional pilot sites will have sultted in their applications for pilot site status
plans for developing and implementing evidence-thgsactices (EBPs) such as Multisystemic
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Therapy. After the pilot sites are chosen, eachasihvene meetings in which they will decide
which EBP to develop (if it does not yet exist).G@roviders will attend regular training and
supervision on a quarterly basis related to wrapaipcare management service approaches, and
EBPs. Further, EBPs will be incorporated into IF8Bsed on the match of the EBP with the
child and family’s diagnostic picture. The applicatof EBPs to children from ethnic minority
cultures may need to be altered based on diffeseimoceultural and/or spiritual values. In such
cases, consultation with local providers with tbguisite experience will occur. Cultural
competence in the application of EBPs will alsalgart of training.

Of particular importance are adolescents with SHD Wwave a co-occurring substance use
disorder. Assessment will identify co-occurringaters and treatment planning will include
appropriate services. Children with SED who ames&tfor, but have not yet developed, a co-
occurring substance use disorder will be offerexy@ntion services. Similarly, the assessment
will identify comorbid medical illness and/or degpmental disabilities. Literacy interventions
specific for children with SED must begin as ea$ypossible in care and learning settings.

The process for quality assurance review of sesvicehe IFSP will occur on multiple levels.

The LCC and FCT will be responsible for monitorthg care of children and adolescents served
by providers within their region. They will periadgilly review the following: 1) utilization of
services, 2) progress toward individualize treatingeals, 3) re-determine strengths, priorities,
and resources, and 4) update the treatment plafteasas necessary. The Family Care
Coordinator will ensure a quarterly review of tippeopriateness of the IFSP, however, the FCT
will maintain a policy of open review, whereby ttigld and/or family member, or any member
of the FCT may convene a care review. The termeattinent is not determined by an arbitrary
amount of time, but is guided by the needs of thilel@and progress toward treatment objectives.

There are several avenues available to a youthnoihyf interested in appealing decisions made
regarding the services provided. First, the Fai@dye Coordinator and FCT should establish an
open forum that allows the child and family to eeg® concerns or disagreements. However, if a
child or parents are dissatisfied with servicedankave a complaint, they can file a grievance
with a particular agency (e.g., CMHC), the LCC, /andhe SOC-SC, which will have a person
designated to handle these kinds of issues. Thgrdgsd person will be responsible for
following up on the complaint and will communicatéh the family within one week of receipt
(or faster if provider negligence may cause haifrhg grievance process will be executed as
quickly as possible, but may vary depending omtdterre of the complaint. The family may also
choose to contact their local Protection and Adegazfice with a grievance.

Family-Driven Care: Family-driven care within Wyoming’s CMHI means tliamilies have a
primary and decision-making role in their own ca®well as planning, implementing, and
evaluating the project. Family members will be ilvea in every level of the system including:
governance; planning, program development and img@teation; training; choosing supports,
services, and providers; service delivery; and mooimg outcomes. Wyoming's Federation of
Families for Children’s Mental Health, UPLIFT, waksist family members through parental
support and advocacy, community outreach, and t@tien and mentoring for family member
representatives on various governance bodies. Faeptesentatives will be on decision-making
bodies (e.g., LCC, FCT) and will assist with evéilma Advocacy organizations will also assist
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in providing training to professionals regardingihio create partnerships that foster families’
participation in the planning, management, andwatain of care.

A key family contact full-time equivalent position will serve as the maontact for the SOC.
This person will provide advocacy for family membef children receiving services; outreach
to families of children not receiving services; dela representative on governing bodies (e.g.,
Steering Committee, LCC, or FCT). Family involvernetil be encouraged and funding will be
provided for training, participation in and travelmeetings, and lodging if necessary. Direct
support will be available in the funding of the RgnCare Coordinator and other personnel.
Youth-Guided Care: The SOC will actively solicit the participation pbduth in decisions about
their care. To assist in this endeavor, a yound adlh be appointed as thgouth coordinator

who will initially help form an ongoing, organizegloup for youth receiving services in the
SOC. This individual will also be responsible faveloping activities to include the voice of
youth with SED and to facilitate their involvementhe planning, programming, and
implementation of individualized and system leveerventions. Thgouth coordinator will

serve as a youth representative on one or moteeajdverning bodies and will have regular
contact with th&ey familycontactto assure coordination of planning and outreafdrtst

Cultural and Linguistic Competence: As stated in the Surgeon General’s report on Race,
Ethnicity and Culture (2001), mental heath dispesitlong racial, ethnic and cultural lines are
significant. In compliance with Title VI of the AhRights Act, SOC providers will not
discriminate on the basis of race, color, and nafiorigin for participation in programs or
activities. SOC participant organizations hold dqdophy of cultural competence and
proficiency characterized by acceptance of andewdpr individual differences, expansion of
cultural knowledge/resources, and adaptationsrefcgemodels to better meet the needs of
diverse communities. These values are realizeldaridllowing ways: 1) dynamic cultural
competency planning; 2) research regarding “besttime” models for diverse populations; and
3) state cultural competency plan with local impégration.

The SOC will adhere to consistent, culturally cotepelanguage and action in services,
administration, and policy. Aultural and linguistic coordinator will provide direction and
guidance to the SOC in the efforts to establishiamglement the policieqractices, procedures,
and structures required to support culturally anguisticallycompetent practice. Culturally
different groups will act as integral members @& #arious governance bodies. Administrative,
clinical, and evaluative activities will addresg ihdividualized needs of the populations served,
which include cross-disability, gender, race/etlipjculture, language, age, sexual orientation,
and literacy. SOC activities will function in congoice with the guidelines outlined in the
Culturally and Linguistically Appropriate StandaidsHealth Care (CLAS), and those included
in the Center for Mental Health Services Culturahfpetence Standards publication. SOC
providers will, whenever possible, include the predd language of the family during service
delivery (e.g., language services, pamphlets iivadnguage); recognize strengths and customs
of the child and family that are part of their cul or religious heritage; and uphold culturally-
sensitive organizational policies and procedureallation of cultural and linguistic
competence will be assessed by outcomes such e [Evel of participation of ethnic and

racial minorities in the governance, staffing patse service delivery, 2) availability and use of
language services, and 3) administration of the $O¢, policies and procedures). Activities
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will also adhere to the Americans with Disabiliti&st, and any functional barriers to service
access will be removed. For instance, grant fundiitigporovide the infrastructure for disabled
persons to be involved in SOC infrastructure atési(e.g., sign language, transportation).

C. Sustainability/Linkages with Statewide Transformation Efforts and Other Relevant
Federally-Funded Programs:The primary goals and objectives of the Wyomingl€Mental
Health Initiative links with th&Children and Families InitiativéCFl). As described earlier, the
CFl is the result the passage of House Bill 33h&yWyoming Legislature and signed by
Governor Freudenthal in March 2004. This initiatoatls for the creation of policy direction, a
strategic plan, and future legislative proposakgieed to improve the lives of Wyoming's
children and families. The State acknowledged itsathildren, families and communities today
are suffering, and, too often, failing. Povertyhstance abuse, poor access to healthcare and
insurance, quality childcare including preschoal arcontinuing need for good jobs that allow
families to be self-sufficient compel us to takemediate action. Thus, the SOC reform effort
has the full backing of the Governor, legislataed law.

Additionally, the goals and outcomes of this proge consistent with the grant priorities and
Federal transformation efforts. Grant prioritieslude 1) expanding community capacity to
serve children and adolescents with SED and theiilifes; 2) providing a broad array of
effective services, treatments and supports; 3ticrg a case management team with an
individualized service plan for each child; 4) ingorating culturally and linguistically
competent practices for serving all children, yoatid their families; 5) eliminating disparities
related to race, ethnicity, or geographic locatemg 6) promoting full participation of families
and youth in service planning and in the develogméfocal services and supports.

The six goals in the mental health transformatimtess described #chieving the Promise:
Transforming Mental HealtlCare in Americaare also addressed by this proposal.

Specific examples of partnerships include the S@CEhildren and Families Initiativethe
various collaborative partnerships outlined in EabB (Section A) of this proposal, and
numerous local partnerships identified the in comityureadiness assessment that was
completed in the October 2004. Thus, many partiessiiready exist. The primary difference is
that State-level partnerships are formalized, wdwetecal collaborations typically are not. Local
partnerships, while involving multiple agenciesttireeet regularly and achieve positive SOC
results, tend to be ad-hoc and formed by the stimitigtive of local providers who see the need
to collaborate. However, in that these local prewschave taken the initiative themselves to form
such groups, we are confident that formalizing ¢hetationships via MOUs will not be difficult.
Furthermore, MOUs will ensure the sustainabilityso€h partnerships beyond the grant period.

Sustainability after the grant period will be insdrseveral ways. First, switching from an
expense reimbursement system to a case rate @l &est savings at the local level to be
reinvested in SOC development activities. Actigtieclude creating new or better services,
hiring personnel, and/or increasing the numberooitlys and families served. A second aspect of
sustainability will be nonfederal match contribui$o It is expected that in year one, $334,000 of
match contributions will be provided from the fiwgjor stakeholders (both in-kind and cash)
and projected local match from regions that sulamiRFQ to be pilot sites. In remaining years
of the grant cycle, it is anticipated that matchate will be contributed by Legislature.
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Currently, a presentation is being prepared toesithis need with Legislature in their Select
Committee. The Mental Health Division is also appdyfor a children’s mental health home and
community based Medicaid waiver. Services avail#ieugh this waiver will be part of the
overall system of care. Implementation of the waw# start with the initial pilot sites and
follow the replication plan to allow for some systsustainability as the grant is implemented.

Regarding specific strategies for sustainabilitgre is already statewide consensus about the
vision and philosophy of SOC development. This aeseved through Search conference,
regional meetings, and community readiness assesswigvities. It was formalized and backed
by the power of law through tl&hildren and Families InitiativeGiven that Wyoming is one of
the nation’s most rural environments, mental heatources are limited, and need very
dispersed, the most pressing need is to develeeatelivery capacity and sustainability. This
capacity must develop within a solid managememasifucture that strongly supports training
and sound financing. The strategies for sustaiitglil this context include:

Building on the coordination already existing a Btate and within regions to develop formal
decision-making structures that integrate poliopding, and service coordination across the
child-serving agencies that includes families, erproviders, and community members as
equal partners in ensuring the system meets thasradechildren and families;

Creating the Local Coordinating Committees (LC@sgnisure that services are individualized
using a strength-based wraparound approach,;

Intensive training of program staff in techniquéservice delivery that have been
demonstrated to be effective (e.g., EBPs) withtainget population;

Enhancing parent involvement in the system of dameugh UPLIFT, including individual and
system advocacy, information and referral, admanisyy consumer satisfaction surveys, and
involvement in local policy and funding development

Conducting ongoing analyses and taking action suenthe system is responsive to the rich
diversity of the regions and sensitive to cultusalies.

Sustainability through coordination with other relat federally funded initiatives (e.g., Mental
Health Block Grant Program, Safe Schools, etc.)deseribed in a previous section. In brief,
the Wyoming Departments of Health, Family Servieas] Education, as well as UPLIFT, have
all contributed nonfederal match dollars to buitgthe SOC and agreed to coordinate on federal
initiatives such as the Mental Health Block Gr&dfe Schools/Healthy Students, Statewide
Family Network Grant, and Child and Adolescent Me¢ktealth and Substance Abuse State
Infrastructure Grants. Representatives from ea¢heotlivisions indicated earlier collaborate on
a daily basis with regard to federal grants anthetlocal level, various multi-agency
committees exist in each community. These collaba&fforts are often Safe Schools, SIG,
and TANF grant committees.

Section C: Project Management and Staffing Plan
Applicant Organization: The Mental Health Division (MHD) in Wyoming’s Degiment of
Health is the applicant organization for this grarte MHD exists to be a leader in providing

high-quality behavioral services that anticipatd eespond to the changing needs of persons
served. Our strategic plan is to advocate for artigipate in the development and maintenance
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of a comprehensive system of mental health serandssupports throughout Wyoming, which
stresses independence, dignity, security, and ezgotzlements we consider essential for the
continued positive evolution of the mental healtbtem of care include consumer empowerment
and leadership, stigma reduction, integrated, rebdaased, and culturally competent services,
stakeholder-based planning and policy developnilexiple funding, data-informed decision-
making, mental health as a component of a heatthyntunity, and prevention. As indicated in
previous sections, MHD contracts with all of that8ts CMHCs and is fiscally integrated with
other Divisions within the WDH, as well as otheildland family serving Departments.

Quialifications and Experience of Key Personnel

Lisa Brockman, Children's Mental Health Program Bfger at the Mental Health Division, will
be thePrincipal Investigator 50 % of her timéor this project. Lisa has overseen the fiscal
operations of the Medicaid/DFS collaborative folldden in need of residential treatment,
hospitalization, and/or group home placement sir885. In addition, Lisa has engaged in case
management at the State level for children andhyaith serious mental health needs for five
years. Lisa has been a vital participant in théesyof care activities for children with SED and
their families in Wyoming over the past five yedBfie played a key role in developing the 1998
MOU, and was an original member of the System aeG&teering Committee (originally the
Behavioral Health Task Force.) She will provide tloe fiscal and administrative oversight of the
cooperative agreement and will also be accountalilee funded communitipr the proper
conduct of the cooperative agreement. She may ehtodse responsible for or appoint someone
to act as a liaison with State officials and ages&Vhile Lisa is dedicating .5 FTE for this
position, all of the activities in her current pasn are focused on system of care development.

Marilyn Patton, Deputy Administrator, Department of Family Services will be the Project
Director (1 FTE). Marilyn has 28 years of experiene in the mental health field, and, as an
administrator in the Mental Health Division from 1995-2004, has played a key role in
providing guidance and leadership throughout the ogoing process of system of care
development in Wyoming. Marilyn currently overseeghe Children and Families I nitiative
in the Department of Family Services and was a fouting member of the System of Care
Steering Committee. She will be responsible for théday-to-day oversight and
implementation of the project including, but not limited to developing a comprehensive
strategic plan for the proposed system of care; esblishing the organizational structure;
hiring staff; and providing leadership.

If funded, aClinical Director (1 FTE) will be hired. This individual will have primary
responsibility for ensuring that children with gars emotional disturbance and their families
receive timely assessments and comprehensive gaaptans. The selection and oversight of
implementation of training for all evidence-basezhtment models utilized in the project will be
supervised by this person.

Peggy Nikkel will serve asead Family Contact (.79 FTE). She has served as the Executive
Director of UPLIFT since 1997. She is the parera gbung adult with emotional and learning
disorders. Peggy has worked closely with commumigynbers, policy makers, researchers and
clinicians to improve services for children, pautarly in the area of prevention and early
intervention. As Lead Family Contact, Peggy willnhwan partnership with the project staff in all
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aspects of developing, implementing and evaluatiegsystem of care. Through strong
collaborative planning she will also ensure that IFH's family support services are provided to
families in a way that is culturally and linguistlty appropriate for each individual family.
UPLIFT, the Federation of Families for Children’sMal Health in Wyoming, will assist in
recruiting aYouth Coordinator (.5 FTE). This will be a young adult who will be an integral
part of the management team. This person will bpassible, outgoing, and experienced in the
realm of involvement in the system of care as atyads/he will be responsible for developing
programs for young people to facilitate their ink@hent in the development of the system of
care, will assume primary responsibility for deyetg and managing a youth organization, and
other activities that will bring the voice of youttho have SED to the project. This will begin as
a .5 FTE position and will increase if needed ibsaquent years of the grant cycle.

Wyoming will contract with the WICHE Mental HealBrogram to b&ey Evaluation Staff (.5
FTE). They will conduct ongoing evaluations of implertegion of SOC development activities,
site readiness, consumer outcomes, and other relandacators. A collaborative venture of 15
western states, WICHE is a technical assistanceaaldation center with nearly a half-century
of expertise in responding to behavioral healtbess disseminating best practices in mental
health, and supporting public behavioral healthesys in program evaluation, clinical
performance measurement, and data driven decigjgpost. Evaluations will be site-specific
and consider inter-site commonalities in the figgdinEvaluations also include written reports of
the results to be disseminated to relevant paMiBEHE will also sub-contract with expert
consultants in SOC system development and a PasbEb Fellow through the University of
Colorado Health Sciences Center (UCHSC) througtimigrant periodThese positions will
begin as .5 FTE for two people, and will incredsgecessary as the grant progresses.

Susan Markus will serve d®chnical Assistance Coordinatol.5 FTE). She will be a central
point contact for strategizing and assessing then@@ds of stakeholders and linking these needs
with ongoing TA and will create opportunities foaihing to meet ongoing changes in
communities. She will coordinate TA in areas suglew@dturally competence practices and
services, leadership, partnership/collaboratiaajsgiic planning, wraparound planning,
sustainability, family involvement and youth invelment. Susie will also act as the link to the
national Technical Assistance Partnership. Thislvéla .5 FTE position and will be increased if
necessary.

Liz Pfisterer, Medicaid Waiver Specialist, will bee Social Marketing-Communications
Manager (.5 FTE).Liz played a key role in coordinating statewideoet§ to successfully
manage an Adult Medicaid Home and Community Based/&/. Using this experience, Liz is
currently developing the program and writing thelagation for the Children’s Mental Health
Home and Community-Based Waiver. Liz is currentigaging in a great deal of community
outreach and education, consensus building, araboohtive efforts in writing the waiveghe
will be responsible for developing a comprehensive socakeating/communications strategy
including: a social marketing strategic plan, palgducation activities, and overall outreach
efforts. Liz will also coordinate activities withe national communications campaign. The
social marketing strategy will be developed to gegadividuals that currently are not accessing
mental health services such as Native Americandandies from rural and remote areas. The
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business community will also be engaged as paheoéconomic development plan for the
target areasthis will be a .5 FTE position and will be incredsenecessary.

The Community Mental Health Center Directors, ilatmoration with each pilot region’s
Regional Coordinator, will serve as t&tate-Local Agency Liaisons (in-kind).These directors
play an important role in the system of care dgualent as they assess the needs of their
communities and regions and design programs andncority collaborations to provide these
programs, while reporting to the State Mental HeBlivision and legislature with regard to the
issues that are being faced by Wyoming’s childr¢gh ®ED and their families. Efforts include
working to establish interagency involvement in pieject’s structure and process by
developing and/or changing interagency agreememt®ther public policies relevant to the
creation of the system of care. These positionksheiin-kind contributions at the regional pilot
sites and on Local Coordination Councils and thet&y of Care Steering Committee.

Timeline of Activities and Tasks:A detailed timeline of activities is presented ipp&ndix 6.
In the interest of space, activities for each yd#dhe grant will be summarized here.

Year 1: The first year of the grant is primarily concermeith infrastructure development,
particularly regarding administrative issues. TI@&CSSC and Project Director will engage in the
following activities: 1) acting as “barrier bustébg facilitating integration of policy and

funding at the State level to close gaps in theetur‘silo” system (e.g., blended funding)
(months 1-12); 2) develop the RFQ announcemensalattion process (months 1-2); 3) review
and approve RFQs (months 4-6); and 4) help fatdliiae implementation, evaluation, and
monitoring of the project in each region (month$); 5) a case-rate reimbursement system will
be developed with all partners working togetheseobon information from other states that
have implemented a similar plan, as well as anyaisabf each community’s unique financial
needs. Involved collaborators will meet monthligotighout all years of the grant period. They
will also coordinate the State MIS with pilot sitéelp facilitate the development of interagency
linkages and a common assessment protocol, andstinact with evaluators and experts in
EBPs. Hiring and training of personnel will occammonths 9-12. Pilot sites will need to work
with the SOC-SC, Project Director, and other retewadividuals on these issues and be ready to
implement new policies and procedures by the bégin¥ear 2.

Year 2: The SOC-SC will continue taking action to eliminbgariers at the policy level to
successful system of care development. They welk seHome and Community-Based Medicaid
Waiver. Implementation in the first pilot sites Waccur. Evaluation of process and outcomes
regarding implementation, interagency collaboratgatisfaction with service provision, and
cultural competence will also occur. Evaluationap will be produced quarterly. The case-rate
reimbursement system will have been implementedcastisavings will be monitored. In
months 6-9, the RFQ will be re-released to idemifgt sites for Year 3. Sites will be selected,
hiring and training of personnel will move forwardthe same manner as the previous year.

Year 3: This year will be much like Year 2, with the addital activities of disseminating initial
pilot site data and applying lessons learned teipansion of system of care development in
other regions of the State. Toward the end ofytea, plans for sustainability beyond the grant
period will be further articulated. Ongoing evaloat training, and compliance with the
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National Evaluation will occur. Cost savings of ttase-rate reimbursement system will
continue to be monitored and modified as necessary.

Years 4-6:The final three years of the grant will proceedhie same manner described for
earlier years. Sustainability will become a primfogus. Much of Year 6 will be devoted to
producing a comprehensive system development répsed on data from all subsequent years
and pilot sites.

Feasibility: Wyoming believes this project, its activities, ahd timeline proposed is feasible

for several reasons. First, Wyoming has spentrafgignt amount of time and energy evaluating
and planning for system of care development. Thaxe been multiple evaluations that have
focused on the State, regional, and local systdroare. The issues are well known and the plan
for development is driven by data and input fromide-ranging group of stakeholders. Second,
there already exist multi-agency collaborationthatState and local levels. Of note is that many
of the local partnerships have been initiated leydhild and family serving agencies without a
mandate from the State government. This speakkgetsttong commitment of providers in
Wyoming to offer the best services possible, degpi¢ variety of limitations that go with being
a very rural State. This commitment is mirrorethat State level through the enactment of
legislation that created tl@hildren and Families InitiativeThe Governor, legislature, and all
those who work in child and family serving Departitseand Divisions recognize and accept the
challenge of ensuring that children will have hi resources and help they need to succeed in
life. Finally, the project plan utilizes a step-bigp process for system of care development.
Those who have worked on these issues for manyg yemlerstand that change, while often
coming slowly, moves much quicker if the procedsrsystematic and capitalizes on lessons
learned at each point along the way.

The Mental Health Division (MHD) office (10,835 dt}) is co-located in the same building as
several other Department of Health programs (SubstAbuse Division, Office of Medicaid).
MHD has dedicated information technology (IT) stafid utilizes the Department of Health’s
web hosting services, as well as the servicespoivate contractor for the MHD specific web
site. MHD staff are provided desktops and laptompoters with a current version of Microsoft
operating system, Microsoft Office, Internet ExgligNetscape, GroupWise email, calendar and
public folders, antivirus software, color lasempers and fax machines. MHD has multiple T-1
internet connections and a firewall for added nekvaecurity. There are multiple network
servers (email, calendar, public folders, file serweb server, intranet, SQL databases, remote
access & print servers). MHD staff has training andess to a combination of proprietary and
third party software (Query Path 4.1, OmniAlert, OMAR, HealthSPOTLIGHT, Business
Objects, SPSS, Mapinfo & Metaframe XP). The curdatabase backup solution utilizes

Veritas NetBackup software to run weekly databassibps. These tape backups are then taken
off-site to a separate storage facility for diseséeovery purposes.

WICHE’s main facility (14,200 square feet), located-latiron Park, Boulder, Colorado
provides 33 offices and 2 conference rooms fort8# members. WICHE provides its own
information technology (IT) and web hosting sergic8ervices include: 1) a desktop computers
with standard WICHE software (i.e., current versidra Microsoft operating system, Microsoft
Office, Internet Explorer, Netscape, Facsys faxvemfe, Outlook email, calendar and public
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folders, antivirus software); 2) network servergdange email, calendar, public folders, file
server, web server, intranet, SQL databases, reacoss, print server, network fax server); 3)
SAS and SPSS software; 4) web-based survey softdpoelor laser printers and fax machines;
6) 11 network drives; and 7) backups (network drigad servers are backed up daily, backups
are taken off site weekly). Regarding internet @mtivity, WICHE has a T-1 internet
connection and a firewall for added network segutaff may connect to the internet from
WICHE's LAN or through dialup from home. Additiomgal all WICHE servers and essential
network equipment is on battery backup. This presigrotection from data loss due to
unexpected power events. IT services responsgsliticlude hardware support, network
support, dialup or VPN access, user support (isage of standard WICHE software on WICHE
computers, WICHE printers, and other WICHE netwegkipment), and telephone support.

UPLIFT operates five offices with the main officecated in Wyoming'’s capital of Cheyenne.
The other offices are located in Casper, River@mybull, and Sundance. All offices are
adequately equipped with computers, phones, faxhimas, and copiers. The Cheyenne and
Casper offices also contain conference rooms egdippth TV/VCR, and overhead projector.
UPLIFT also leases two video projectors to enhamsteuctional training. UPLIFT operates a
virtual private network for all client data.

MHD and its business associates/contractors argregtjto comply with Civil Rights Act of
1964, the Wyoming Fair Employment Practices Act Q\gtat. § 27-9-105 et seq.), the
Americans with Disabilities Act (ADA), 42 U.S.C. 1@1, et seq., and the Age Discrimination
Act of 1975. Ongoing self-assessment and educatfiorts regarding cultural and linguistic
competence will assist the MHD and its businessaates/contractors in making every effort to
serve children and families in a culturally apprafg manner. The MHD and its business
associates/contractors adhereyplicable provisions of 42 CFR, Partag well as the Health
Insurance Portability and Accountability Act of B%ublic Law 104-191. Ongoing HIPAA
training and evaluation assure compliance withaeth@ve mentioned regulations and laws. The
WDH has an intranet with the specific purpose gisigg in these efforts.

Section D: Evaluation Plan

Evaluation Activities & Procedures: The evaluation activities and procedures of theggmt

are primarily guided by the National Evaluationdésed in the RFA of this grant. The National
Evaluation covers a broad range of the elemerte tevaluated and, in the interest of space, will
not be repeated here. However, local SOCs havedh unique elements, especially in highly
rural areas such as Wyoming with significant nurelidrethnic minority individuals. Thus,
although the National Evaluation will form the pemy basis for Wyoming’s evaluation efforts,
locally-driven issues requiring tracking througlakation will be included as appropriate.

In Wyoming, all SOC stakeholders will become knalgeable about the six evaluation
components included in the National Evaluationshill be achieved through three primary
activities: 1) assessment, 2) MIS and program ex@n development, and 3) training.

The evaluation team will assess current State Mtbdata sharing capabiligcross service
sectors and coordinate with regional and localllBi§&s. The evaluation team will conduct an
assessment of the National Evaluation data elenv@gtsning can collect with its existing MIS
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and determine the components needed to be bultheir system. These identified elements
will then be added into the respective regional MiBe project will identify a local and regional
data manager who will be responsible for data estorage, management, analysis, and
reporting. Training on navigating the MIS and oimicll outcome indicators will be available

for providers, family advocates, and other SOCrag. SOC partners will produce a report that
succinctly describes evaluation needs and workgtarthe funding period, with annual updates.

Data derived from the National Evaluation will beed for: 1) improving the service system, 2)
increasing the quality of service delivery, 3) depéng local system of care policies, and 4)
sustaining the system of care beyond the 6-yeat gexiod. Improving the service system will
be possible through data regarding the System d Bssessment (e.g., current services and
funding sources), the Services and Costs Studyicalioutcome and service experience data,
and the Sustainability study. These sources ofim&bion provide “snapshots” of the system as
it is and is becoming. The data will also speciytigular aspects of system development that
require more attention. The clinical outcome angtise experience data will be particularly
important for increasing the quality of serviceidety. Since children and families are at the
center of good SOC services, their feedback reggreatment and its effectiveness will, in
many ways, be the ultimate standard against whi2@ 8evelopment is judged.

Creating effective local policies will be informé&tgely through the Services and Costs Study,
Sustainability Study, clinical outcome data, andnitihdy Evaluation Activity Report (although a
number of other pieces of data will contribute &l)wThese studies will highlight relationships
between service expenditures and outcomes, whiltlswggest paths for altering and sustaining
the system. Creating effective policy will neecctmtinuously bear in mind that grant funding is
time-limited, thus requiring a long-term view ofs¢gm creation.

Evaluators: The State will subcontract with the WICHE Mentalditk Program to undertake
process and outcome evaluations. A collaborativeéwe of 15 western states, WICHE is a
technical assistance and evaluation center, witinlyya half-century of expertise in responding
to behavioral health issues, disseminating bestipes in mental health, and supporting public
behavioral health systems in program evaluatianicell performance measurement, and data
driven decision support. WICHE is a recognized éad rural and frontier mental health,
cultural competence, and telemedicine/web-baselthh&dyoming, as a member-State of
WICHE, has worked with the Mental Health Programrfany years regarding Medicaid and
other expenditures for services, consumer satisfadte., the Mental Health Statistics
Improvement Project or MHSIP), and system of caneetbpment.

WICHE, in collaboration with the University of Cabido Health Sciences Center and the
University of Arkansas for Medical Sciences, hasrbawarded four years of support for a rural
mental health research center. The WICHE Centemneasof eight Rural Health Research Centers
funded by the federal Health Resources and Senddesnistration (HRSA) Office of Rural
Health Policy. The Center is engaged in an inckipirocess with partners in the WICHE West
to identify potential research areas for futureuacThe Center will serve as a foundation upon
which to build new effective science to serviceiatives. The quantitative research projects for
Year 1 include identifying at-risk areas withinalAmerica to target for depression care model
adoption, determining whether and why existing caoelels differentially improve depression
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treatment in rural and urban populations; and expjogpromising hospitalization prevention
strategies which have the potential to provide nfioneling for outpatient specialty care.
WICHE is working with Wyoming, South Dakota, anda8ka to support enhanced integration of
services for children with SED and their familigis work has evolved over the past several
years and constitutes a major transformation of sewices are organized, delivered, financed,
and administered. The new SOCs require collabardtgtween many agencies and providers
including mental health, substance abuse, educaommial services, juvenile justice, and
communities of faith. The WICHE Mental Health Praxgrhas completed or is in the process of
implementing the following: 1) an analysis of comiiy readiness for change to support the
creation of an integrated system of care in Wyom#)go-sponsorship of a conference on
Systems of Care in Huron, SD, in cooperation vin $D Division of Mental Health and the SD
Council of Mental Health Centers; 3) productiortloee web casts to support staff skill
development in the System of Care approach foSié®ivision of Mental Health; 4) facilitated
a Children’s Task Force in South Dakota that reskibh recommendations being sent to and
acted upon the State’s legislature; and 5) suppptipilot community adoption of an integrated
system of care in Alaska. WICHE staff members haeeluced numerous reports, peer-
reviewed journal articles, and, most recently,famishing the editing oMental Health and

Rural America: 1994-20Q4 book supported through grant funding by HRSA.

Although WICHE will be the lead evaluators, locahkiators will be included to further
facilitate the collection of data in the regiondbpsites. Such persons will need specialized
knowledge in general statistical and research nasthchildren’s mental health services, and
writing and reporting research and evaluation faggito be disseminated to multiple public
audiences, including family members, policy makadsninistrators, and clinicians.

Facilities, Equipment, Materials, & Resources for Ezaluation: WICHE is located in Boulder,
Colorado and will supply all necessary equipmeratamals, and resources (e.g., computers,
software, copy machine, space, time) to conduduatian activities. Data collection
instruments will be developed using web-based telclyy and appropriate statistical software
(e.g., Microsoft Access, SPSS) to maintain Prajetabases.

Most local branches of DFS, MHD, DOE have dataemibn systems for the particular
populations they serve. Based on the communityimead surveys, some communities share
data in local inter-agency groups to guide systéoare planning and service delivery.
However, these data sharing efforts tend not tiobeal and SOC development would formalize
these informal processes. The WICHE Mental Healtlgiam will be the primary managers of
most process and outcome data including, but nmotdd to, data entry, storage, management,
analysis, and reporting. Data already collecte&tage Divisions (e.g., utilization, Medicaid)
will continue, as will regional pilot site data tdtion. WICHE, as an independent entity with
extensive data management, analysis, and intetiorexperience, will store and integrate
relevant information in an objective manner. Infatman in the electronic database will be
secured with password protection and only local\Wh@GHE evaluators will have access to it.

The current Medicaid Management Information SysglsiillS) has the capacity to provide a

collection of detailed data, including claims datal features a desktop web-based tool that
allows users to analyze the data using a Decisipp&t System (DSS). The DSS user interface
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is very intuitive and simple to use with powerfuillddown capability that allows users to get
detail at the line level. Additional tables withmolaims data are available to assist in analyfsis o
other types of information that may be requiredifiing and ongoing technical assistance is
provided to pertinent users by the Medicaid fiszggnt (ACS). Department of Family Services

is currently in discussion with ACS to process atate their non-Medicaid claims data within
the MMIS as well. This arrangement will allow thveot main child-serving agencies to have
common data in one secure location that is acdessitall those who would need to access it.

Family Members and Youth Roles in Evaluation:The evaluation plan supports community
capacity building by conducting “participatoagtion research,” which promotes stakeholder
participation, cultural competence, and data udefuinanagement information systems. As a
report from the Family Resource Coalition (1996}es, “Families are empowered when they
have access toformation and resources and take action to impitbe well-being of children,
families, andcommunities.” The emphasis of planning in the atifiear isto establish
mechanisms for participation in the planning anglementation of thevaluation process and
proceed in following years with the process. Therall design of thevaluation plan and
participatory action research incorporates a nm#thod approacbf quantitative and
gualitative measures to address both implementétiomative) ancutcomes (summative).
Families and youth will be directly involved thrdugvariety of strategies. They will mn
LCCs, the SOC-SC, and other care review boards.

Local Evaluation Activities: The implementation (formative) evaluatiassesses whether SOC
development is beingonducted as planned. It measures how the programis not working,
identifying its strengths anseaknesses. The purpose of this type evaluatitmassess ongoing
activities to improve the project. Implementatiosaleiation is essential for outcome (summative)
evaluations. The summative evaluation occurs duthegecond year when services are being
implemented to assess whether the overall progrpme@etermined objectives have been
achieved. Another measure already used in Wyonsiisgtisfaction with services (i.e., Mental
Health Statistics Improvement Project). Exampletewh content include cultural competence,
family/ community involvement, service accessigjliind availability of an array of services, to
name just a few.

Investigational Review Board:All research activities at the Wyoming Departmeiitealth

must have approval by the Investigational RevievadIRB) prior to implementation.
Specifically, all research will be conducted withie parameters of the Code of Federal
Regulations and its sections 45 CFR 46 and 38 G3;Rrid, where applicable, 21 CFR 50 and
56. To ensure that research studies at WDH areunbed in compliance with Federal, State, and
agency regulations and ethical standards regatdintan research, the IRB shall review all
research projects for: 1) scientific integrity,rBk/benefit analysis, 3) safety of human subjects,
4) ethical treatment of research participantsod)sent and assent document quality, 6) justice
and equity in selection of research subjects, anavéstigator and research staff training.

The special vulnerability of children makes considien of involving them as research subjects
particularly important. To safeguard their intesemd to protect them from harm, special ethical
and regulatory considerations are in place forewing research involving children (45 CFR
Part 46, Subpart D). The IRB must consider the fisneisks, and discomforts inherent in the
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proposed research and assess their justificatibghnhof the expected benefits to the child-
subject or to society as a whole. In calculatirgydiegree of risk and benefit, the IRB should
weight the circumstance of the subjects under stilymagnitude of risks they may accrue
from the research procedures, and the potentiafliehe research may provide to the subjects
or class of subjects.
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Section F - Budget Justification, Existing Resource Other Support

FFY 2005 BUDGET JUSTIFICATION FOR YEAR 1 BUDGET PERIOD
YEAR ONE: OBJECT CLASS CATEGORIES

PERSONNEL $584,857
Level
Annual of Salary
Job Title Name Salary Effort Requested
Principal Investigator Lisa Brockman $48,000 .50 In-Kind
Project Director Marilyn Patton $50,000 1.0 In-Kind
Clinical Director To Be Named $50,000 1.0 $50,000
Lead Family Contact Peggy Nikkel $52,355 40.79 $52,355
Youth Coordinator To Be Named $14,400 .30 $14,400
Technical Assistance Susan Markus $38,000 .50 $19,000
Coordinator
Social Marketing Liz Pfisterer $40,000 .50 In-Kind
Communications Manager
State-Local Agency CMHC Directors in From 10 In-Kind
Liaison each Pilot Region $50-
$100,000
Regional Coordinator 1 at each LCC $40,000 1.0x2 $80,000
Regional Care Manager 1 at each LCC $38,000 1.0x2 $76,000
Administrative Assistant 1 at each LCC $30,000 1.0x2 $60,000
Family Care Coordinator 1 at each LCC $33,000 1.0x2 $66,000
Total $417,755
Fringe Benefits $167,102
(40%)
Total + Fringe  $584,857

Wyoming Mental Health Division (MHD) personnel tiraad costs related to the project will
primarily be allocated to the project through thgdming Department of Health (WDE) indirect
cost allocation plan. These costs are incorporatéite budget category of indirect costs. Direct
costs associated with WDE personnel are requesiger the categories of personnel or fringe
benefits for eight positions: Lead Family Contatiuth Coordinator, Technical Assistance
Coordinator, Regional Coordinator, Regional Carendfger, Administrative Assistant, and
Family Care Coordinator. No direct costs associatiglal project site personnel are requested
under the category of contractual personnel amgiérbenefits.

Principle Investigator: Lisa Brockman, will be half time in-kind during tigeant

period.

Responsibilities: Provides fiscal and administrative oversighthaf grant and is

accountable to the pilot sites for the proper canhafithe grant. She may choose to
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be responsible for or appoint someone to act essoh with State officials and
agencies.

Project Director: Marilyn Patton, an MHD employee aurrently on loan to DFS, will be full
time each year of the grant.

Responsibilities: Responsible for the day-to-day @rsight and implementation

of the project including, but not limited to, devebping a comprehensive

strategic plan for the proposed SOC; establishinghie organizational

structure; hiring staff; and providing leadership.

Clinical Director : To Be Named, will be a full time position eactayef the
grant.

Responsibilities Ensuring that children with SED and their fanslieceive timely
assessments and comprehensive treatment planselBution and oversight of
implementation of training for all EBP models wéd in the project will be
supervised by this person.

Lead Family Contact: Peggy Nikkel will be full time each year of the gta
Responsibilities: Will participate in all aspects of implementatioithe SOC and
provide support services for families receivingvems throughout the grant. She
will also maintain the primary responsibility forovking closely with families and
conducting outreach efforts.

Youth Coordinator: To Be Named, will be .3 FTE each year of the grant.
Responsibilities:Developing programs for young people to facilitéueir
involvement in development of the SOC. Will assiprienary responsibility for
developing and managing a youth organization, dnhdractivities that will bring
the voice of youth who have SED to the project.

Technical Assistance Coordinator:Susan Markus will be half time each year of
the grant.

Responsibilities: The central point person for strategizing and assgghe TA
needs of stakeholders and linking these needsomgoing TA. May create new
opportunities for training to meet ongoing chanigethe community. Will
coordinate TA in areas such as culturally compgteattices and services,
leadership, partnership/ collaboration, strate¢aoiping, wraparound planning,
sustainability, family involvement, and youth inveinent. Will be the link to the
national Technical Assistance Partnership.

Social Marketing Communications Manager:Liz Pfisterer will be half time each
year of the grant.

Responsibilities: Responsible for developing a social marketing/comications
strategy including: a strategic plan, public ediszraactivities, and overall outreach
efforts. She will also coordinate activities witfetnational communications
campaign. The social marketing strategy will bealleped to engage individuals
that currently are not accessing mental healthses\(e.g., Native Americans and
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people in rural and remote areas). The businessntwrity will be engaged as part
of the economic development plan for the targeasre

State-Local Agency LiaisonsWill be the CMHC Director from a given pilot
region and will contribute 10% of his/her time egelar of the grant.
Responsibilities: Will work collaboratively with Regional Coordinasto
establish interagency involvement in the projestisicture and process by
developing and/or changing interagency agreememt®ther public policies
relevant to the creation of the SOC.

Regional Coordinators To be named, will be full time for the entire gtperiod.
Responsibilities: Will serve as local fiduciary of funding for seres with the goal
of creating wraparound services via blended fuhdsreet the needs of the child
and family; will establish needed interagency imeohent; will ensure that
evidence-based practices are developed and imptethehat services provided
are culturally and linguistically competent, andl wstablish performance
standards that are monitored through a managemif@nination system.

Regional Care Managers To be named, will be full time each year of tmarg.
Responsibilities: Will coordinate care by working with the familydmultiple
agencies who offer services the family and childdche

Family Care Coordinators: To be named, will be full time each year of tharg.
Responsibilities: Will handle the majority of clinical activities fahildren and
families.

Administrative Assistants: To be named, will be full time for the entire grant
period.

Responsibilities: Will coordinate meetings, trainings, and cliniagpointments.
Will maintain records, reports, and take on otHerical tasks.

FRINGE BENEFITS $168,302

For state fiscal year 2005, fringe benefits areasd%. Health insurance is
11.25%, FICA is 7.65%, Worker's Compensation i€8.and health insurance is
equal to or great than 15% so that the total is.4@fdjections of future benefits
are calculated based on typical increases in shlaB@6. These calculations will
be for the Lead Family Contact, Youth Coordinaf@chnical Assistance
Coordinator, Regional Coordinator, Regional Carendfger, Administrative
Assistant, and Family Care Coordinator.

Fringe Benefits (40% x 420,755) = $168,302

TRAVEL $22,140

Out of State Travel
2 trips for SAMHSA Meetings for 2 Attendees
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(Airfare @ $600 x 4 = $2,400) + (per diem

@ $120 x 4 x 6 days = $2,880) = $ 5,280
Local Travel (500 miles x .24 per mile) = $ 120
Total = $ 5,400

In-State Travel

Annual Pilot Site Meeting

Mileage- 500 miles @ .29/mi. x 20 = $2,900

Lodging - $44/ evening 2 days x 20 = $0,76

Per diem $23/day x 2 days x 20 = $ 920
Total = $16,740
Grand Total = $22,140

EQUIPMENT $5,000

Desktop Computer & Software The Project Director will require a desktop
computer and related software to manage the projeite reports, access web-
based media and curricula, monitor data, and gh.for

4 Desktop computers = $5,000
Total = $5,000

SUPPLIES $15,000
Office Supplies = $ 1,000

Software (Microsoft Word, SPSS) = $ 3,500

Printing & Photocopying = $ 2,500

Postage & Fed Ex = $ 500

Meeting Materials = $ 2,500

Training Materials = $ 2,500

Marketing & Outreach Materials = $ 2,500

CONTRACTUAL $206,534

CONTRACT COSTS FOR WICHE MENTAL HEALTH PROGRAM

Evaluation:Wyoming will contract with the WICHE Mental HealBrogram to
conduct ongoing evaluations of implementation atem of care development
activities, consumer outcomes, and other relevathtators. Furthermore, WICHE
will develop measures for the evaluations. Thesduations will occur at the
outset of the funding period, quarterly, and anlyu&valuations will be site-
specific and consider inter-site commonalitiesha findings. Evaluations also
include written reports of the results to be dissated to relevant parties. WICHE
will also sub-contract with expert consultantsystem of care development and a
Post-Doctoral Fellow through the University of Qaldo Health Sciences Center
(UCHSC) throughout the grant period.
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Training Wyoming will contract with the WICHE Mental HellProgram to

provide relevant training to project site staff atder interested stakeholders in

Wyoming. WICHE will utilize consultants with expes in implementation and

effectiveness, as well as evidence-based pradtoa®ate appropriate curricula.
Training includes site-specific plans for implenain of system of care

interventions and better consumer outcomes andsiteissues that can be

addressed at annual meetings and/or more frequemig sessions. Training will
also include issues specific to consumers, famididsocacy groups (e.g.,

UPLIFT).
PERSONNEL $70,141
WICHE Mental Health:
Annual Salary
Job Title Name Salary | Level of Effort Requested
Project Coordinator Dennis Mohatt, MA| $94,638 10 $9,464
Data & Tech Support Chuck McGee, MA| $62,328 .25 $15,582
Evaluation Coordinator  Scott Adams, PsyD $57,491 .35 $20,122
Training Coordinator Mimi Bradley, PsyD $48,000 .35 $16,800
Support Staff Jenny Shaw $40,866 .20 $8,173
Total $70,14:
Fringe $25,04(
Total + Fringe $95,18:

Project Manager/Coordinator: Dennis Mohatt, M.A., Director of Western

Interstate Commission for Higher Education Mentabkh Program will
contribute 10% of his time to the grant projectidgithe first three years, then 5%

for years 4, 5, and 6.

Responsibilities:Oversee day-to-day project activities; methodoldgyelopment;
budget oversight; supervision and coordinationathdnanagement, training and
evaluation personnel; synthesis of ongoing and fejaort; coordination of
trainings and evaluation.

Data Manager. Chuck McGee, M.A., will devote 25% of his timethe grant
project for the first three years, 10% in year§,4.

Responsibilities Monitor sites for data compliance; analysis aymtisesis of
findings; write fidelity and outcomes reports. H#l wrovide technical and

consulting support for evaluation component inahgdilevelopment of needed
assessment instruments and database. Mr. McGealsalprovide statistical

analysis and data management expertise.

Evaluation Coordinator: Scott Adams, Psy.D., will contribute 20% of hiaé to

the grant project for the first three years and X6f4ears 4, 5, 6.
Responsibilities:Evaluation and data analysis; integrated repoting; meetings,
and continuing education. Dr. Adams will monitodaevaluate consumer
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outcomes, and initiate further evaluations (e gnstmer satisfaction, family
involvement).

Training Coordinator:  Mimi Bradley, Psy.D., will contribute 20% of hiisne to
the grant project for the first three years and X0P4ears 4, 5, 6.
Responsibilities:Coordination of training activities, report writingssessment of
training outcomes, curriculum development, and iooittg education. Dr. Bradley
will monitor and training outcomes, and evaluatis&action with training.

Support Staff: Jenny Shaw will contribute 33% of her time to ¢jnant project
over the first three years and 5% in years 4, 8,@an

Responsibilities: Provide administrative assistance and data ebtiyces for
Project staff. Coordinate dates, times, and looatmf meetings and distribute
notices or announcements. Maintain documentationestings pertaining to the
project and distribute as needed. Complete datg &optn evaluation instruments
as well as other word processing and clerical téskthe Project.

FRINGE BENEFITS $25,040

Regular fringe benefits for WICHE Mental Health garfrom 32.4% (2005) to a
projected 39.9% (2010) based on Federal rate (WIE€HH#Ee is slightly higher);
vacation benefits are approximately 3.3% in additi®enefits include: Health &
Dental ($550 per year for comprehensive healt\ATCREFF Retirement
(matched by WICHE up to 10% income); Workman’s Cenmgation; Disability,
Life, & Travel Accident Insurance; UnemploymentatDevelopment; Sick
Leave Conversion Benefit.

Fringe Benefits
101,699 @ 35.7% = $25,040

TRAVEL $10,170

Inter-State Travel —
Annual and training meetings for 6 Attendees (WIC$i#&f and consultants):

Annual and Training Meetings
Mileage - .405 x 300 miles x 2 vehicles x

6 trips = $1,458
Lodging - $55/evening 2 days x 6 x 6 trips = $8,96
Per diem -$44/day x 3 days x 6 = $4,752
Total $10,170
TRAINING AND EVALUATION $26,050

Training and evaluation costs include trainingestighs for project site staff and
stakeholder groups (e.g., Providers, UPLIFT, Stee@ommittee). However, since
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project site staff attending the training will régucoverage, funds have been
allocated for this purpose.

Wyoming Pilot Staff Training Stipend

($200/day for 8 staff) x 2 days (year 1) x

4 trainings = $12,800

Coverage for Pilot Staff
($125/day for 8 relief staff) x 2 days (yr 1)

x four trainings = $ 8,000
Total = $20,800

Stakeholder Training Stipend:
($175/day for 3 people each group) x 2 days

UPLIFT = $1,050
Steering Committee = $1,050
Others (up to 3 groups) = $3,150
Total = $5,250
Total Training and Evaluation = $26,050
EQUIPMENT $1,446

Long Distance/Fax/TelephoreThese pieces of equipment are essential to
communication within and outside of the State,h&d information can be rapidly
transmitted to relevant groups. WICHE Mental Headihithe primary evaluators
and coordinators of training, will need this equenhto facilitate their efforts.

Long Distance/Fax = $ 600
Telephone = $ 846
SUPPLIES $22,715

Pilot Training and Start-Up Evaluation Material8aseline training and start-up
evaluation materials will need to be developeddisttibuted to establish baseline
operations and outcomes. Initially, 8 staff will toained in Phase | of the pilot
study.

8 people x $25.00 per person = $200

Other Training and Evaluation MaterialsSThe creation of measures related to
fidelity, consumer outcomes and satisfaction, aritucal competence will need to
be created and distributed to be used for trainmdjevaluation purposes.

2 sites x 52 weeks x $52.86 per week = $5,498
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Office Rent, Computer/Internet/NetworkOffice rent is based on the percentage
of time spent on the project in the context of abaggreements with the overall
WICHE interstate compact main facility. These réatgeements also involve
telephone service and computer/network/internetceiand support.

Office Rent = $ 9,900
Computer/Network/Internet = $5,797
Total = $15,697

Office Supplies- The cost estimate is based on the costs of g@gplenses for
one full-time staff incurred with similar projects.

Office Supplies = $ 240

Postage- Expenditures associated with correspondencertsutners/family
members involved with the Project and the mailihgroject-related materials and
reports. The cost estimate is based on costs edtwith other similar projects.

Postage & Fed Ex = $ 720

Printing & Photocopying Printing includes the copying of Project repatsl
other documents. It is anticipated that reports$ valdistributed within the state to
the programs, DMH, and relevant stakeholders. ngs&tion plans also include
reports and presentations at conferences, regmeelings, and training events.
The cost estimate is based on costs incurred whir @imilar projects.

Printing & Photocopying = $360
Total Supplies = $22,715
CONSULTANTS

ConsultantsTwo consultants (to be named) will each contriliehours the first
year, 80 hours years 2 and 3, 40 hours year 4]1@roburs year 5. Consultants will
provide expertise regarding training, implementatiand evaluation. Additionally,
a Post-Doctoral Fellow will be subcontracted anatcbute 100% of his/her time
for the first three years, 25% in year 4, then i6%ear 5.

Consultants:

Two for 3 days each @ $1,000/day = $6,000
Post Doctoral Fellow — To Be Named = $17,000
Total Consultants = $23,000
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CONSTRUCTION COSTS

OTHER COSTS

WICHE DIRECT COSTS
WICHE DIRECT COSTS
INDIRECT RATE REQUESTED
WICHE INDIRECT COSTS

TOTAL WICHE MENTAL HEALTH PROGRAM COSTS
TOTAL WYOMING COSTS

Total Direct Costs

Indirect Rate Requested
Indirect Costs Requested

TOTAL COSTS

$-0-
$-0-

$178,562

$178,562
15%
$26,784

$206,534
$626,997

$832,343

20%
$166,469

$1.000,000

Administrative costs are allocated based on theMilyg Department
of Human Services cost allocation plan, as appriyetthe U.S
Department of Health and Human Services. The Sfgtees that not
more than what is identified here will be expenttecadministrative

purposes.
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Personnel

Personnel

Fringe Benefits
Travel

Equipment

Supplies

Total

Contractual Costs:
WICHE

Personnel:

-Project Coordinator:
Mohatt

-Data & Tech Support:
McGee

-Eva Coordinator: Adams

-Training Coordinator:
Bradley

-Support Staff: Jenny
Shaw

Fringe Benefits
WICHE Subtotal
Personnel & Fringe
Benefits

Consultants:
Post-Doctoral Fellow:
TBN

WICHE Subtotal

Subcontract/Consultant

Travel

Training & Evaluation
Equipment

Supplies

WICHE TRAVEL, TA,
EQUIP.,SUPPLIES

Construction

Other

TOTAL WICHE
DIRECT COSTS
Subcontract Indirect
Costs (15%)
Subtotal
WYOMING COSTS
Total

Department Indirect
Costs (20%)
TOTAL Grant

CALCULATION OF FUTURE BUDGET PERIODS

1S|
12 Month
Period

$417,755
$167,102
$22,140
$5,000
$15,000
$626,997

$9,464
$15,582

$20,122
$16,800

$8,173

$25,040

$95,181

$6,000
$17,000

$23,000

$10,170
$26,050
$1,446
$22,715

$60,381

$-0-
$-0-
$178,562

$26,784
$205,346
$626,997
$832,343

$166,469
$998,812

2nd
12 Month
Period

$712,288
$284,915
$22,140
$5,000
$15,000
$1,039,343

$9,795

$16,127

$20,826

$17,388
$8,459

$27,078

$99,673

$6,000
$17,000

$23,000

$10,170
$26,050
$1,446
$22,715

$60,381

$-0-
$-0-
$183,054

$27,458
$210,512
$1,039,343
$1,249,855

$249,971
$1,499,826

(Based on First 12-month Budget Period)
t

3rd 4h 5th Gth
12 Month 12 Month 12 Month 12 Month
Period Period Period Period
$1,015,657 $1,046,127 $795,511 31,336
$406,263 $418,451 $318,204 $312,5
$22,140 $22,140 $22,140 $22,140
$5,000 $2,500 $-0- $-0-
$15,000 $10,000 $5,000 $-0-
$1,464,060 $1,499,218 $1,140,855 $786,06
$10,183 $5,246 $5,430 $5,620
$16,692 $6,910 $7,152 $7,403
$21,555 , B $13,195 $6,828
$17,997 $10,644 $11,016 $5,701
$8,755 $2,266 $2,345 $2,427
$29,153 $13,991 5,088 $11,192
$39,171
$104,335 $51,805 $54,206
$-0- $-0- $-0- $-0-
$10,000 $10,000 $10,000 $-0-
$10,000 $10,000 $10,000 $-0-
$10,170 $5,085 $5,085 $2,543
$26,050 $23, $13,025 $6,513
$1,446 $723 $723 $362
$22,715 $11,358 $11,358 67%5
$60,381 $30,191 $30,191  $15,097
$-0- $-0- $-0- $-0-
$-0- $-0- $-0- $-0-
$174,716 $91,996 $94,397 $54,268
$26,207 $13,799 $14,160 $8,140
$200,923 $105,795 $108,557 $62,408
$1,464,060 $1,499,218 $1,140,855 $766,067
$1,664,983 $1,605,013 $1,249,412 $828,475
$332,997 $321,003 $249,883 $165,695
$1,997,980 $1,926,016 $1,499,295 $994,170

* These project estimates may change, either upveardswnwards as determined by evolving needs angress.
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Section G - Biographical Sketches and Job Descripins

BIOGRAPHICAL SKETCH

Name:Lisa Brockman, RN Title:  Medicaid Program Specialist

Organization: Wyoming Department of Health, Mental Heath Division

Institution Degree Year Field of Study

Laramie County ADN 1993 Nursing
Community College

EMPLOYMENT

1995-Present Wyoming Department of Health, Mentdlth Division, Medicaid Program
Specialist, Child/Adolescent Services Liaison (Gheye, WY)

1994-1995  United Medical Center-West, BehaviorahldeUnit, Utilization Review and
Discharge Planning (Cheyenne, WY)

1993-1994  United Medical Center-West, Oncology Ualarge Nurse (Cheyenne, WY)

1990-1993 F. E. Warren AFB, O.C., Events Coordin@@teyenne, WY)

1985-1987  Sweetwater County Department of FamilyiSes, Homemaker Assistant/CPS
Families (Rock Springs & Green River, WY)

1981-1983  Perkins, Arthur & Keith County ServicB&KS), Inc., Coordinator of Client
Support Services (Ogallala, NE)

APPOINTMENTS

2003-Present Governor’s Early Intervention Council

OTHER PROFESSIONAL ACTIVITIES

2001-Present System of Care Steering Committee

2001-Present National Association of State Med&dlth Program Directors
1995-2001  National Association of Surveillance C#is

1994-2002  Association of Behavioral Health UtilinatReview Professionals
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BIOGRAPHICAL SKETCH

Name: Marilyn Patton, M.S.W.
Title: Assistant Deputy for the Children & Families Iniiee

Organization: Wyoming Department of Family Services

Institution (Name, City, State) | Degree | Year | Field bStudy

Skidmore College
Saratoga Springs, NY

BS 1977 | Psychology

SUNY at Albany
School of Social Welfare

MSW 1982 | Administration and
Direct Practice

Albany, NY

EMPLOYMENT

2004-2005 Department of Family Services, Childned Bamilies Initiative

1997-2004 Wyoming Department of Health, Mental HKeaDivision, Deputy
Administrator

1995-1997 Administrator, Division of Behavioral Hiba

1995-2001 Member and Administrator, Partnership tfog Resolution of Mental
Health Issues in Wyoming

1995-2002 Mental Health Program Consultant, Divisid Behavioral Health

1991-1995 Program Manager and Outpatient Psychayils¢r Southwest Counseling,
Rock Springs, Wyoming

1990-1992 Outpatient Psychotherapist, Southwest ng€ming, Rock Springs,
Wyoming

1989-1991 Consultant and Private Practitioner, Ajh&New York

1982-1989 Partner, A-League Enterprises, Albanyy Merk

1986-1987 Consultant-Facilitator, N.Y.S. Departmemtf Labor, Displaced
Homemaker Program, Albany, New York

1983-1986 Executive Director, OASIS, Inc., Sarat8gangs, New York

1979-1983 Educational Consultant and Staff TrainBureau of Training and
Resource Development, N.Y.S. Division of Substahoese Services

1977-1979

Coordinator of Patient Support Servidéarren Washington Community
Mental Health Center

BOARD MEMBERSHIPS

1997-2000

APPOINTMENTS

1997-Present

1989

1987-1989

1979-1989

Board of Directors; Stagecoach Drop-Int€e Cheyenne, Wyoming

University of Wyoming, Adjunct Facul§ollege of Health Sciences,
Division of Social Work

Hudson Valley Community College, Adjunct FéaguHumanities and
Social Services

Hudson Valley Community College, AdjunEaculty, Public and
Community Services

Adirondack Community College, Adjunct &g Social Sciences
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OTHER PROFESSIONAL ACTIVITIES

2004 Making a Difference AwardJPLIFT

1998-1999 Fellow, Regional Institute for Health aRdvironmental Leadership,
Wyoming, Department of Health Sponsorship

1982 M. S. W. Graduation Speaker — Student Selected

1974-1977 Ford Foundation Scholar, Skidmore College
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BIOGRAPHICAL SKETCH

Name: Susan Markus, MS, LPC Title: Child Mental Health Consultant

Organization: Wyoming Department of Health, Mental Heath Division

Institution (Name, City, State) Degree | Year Field bStudy

University of Wyoming, Laramie, WY 1995-1997 DocibProgram in
Counselor Education

University of Wyoming, Laramie, WY M.S. 1991 CoulmweEducation

University of Wyoming, Laramie, WY B.S.W. 1986 SaldVork

Laramie County Community College, | A.A.S. | 1984 Sociology

Cheyenne, WY

EMPLOYMENT

1998-Present Wyoming Department of Health, Mentdlth Division, Consultant Children’s
Mental Health, Olmstead, and Community ReadinesMithamphetamine
Prevention (Cheyenne, WY)

1998-Present Colorado State University, Tri-Ethénter for Prevention Research,
Community Readiness Consultant (Ft. Collins, CO)

1998-2004  Facilitator, Albany County School Digtii@en Parent Program (Laramie, WY)

1997-Present Owner/Therapist, Susan Markus Coumgsahid Consultation, P.C. (Laramie,
WY)

1992-Present Adjunct Instructor, University of ¥vying Graduate Program in Counselor
Education (Laramie, WY)

1989-1997  Student Affairs Professional, UniversityVyoming, Counselor in TRIO Project,
Coordinator of Student Success Program, AcademwsAd (Laramie, WY)

1987-1989  Child Protection Worker and Family Workeepartment of Family Services
(Cheyenne, WY)

OTHER PROFESSIONAL ACTIVITIES
2003-Present System of Care Steering Committee
2001-Present American Counseling Association
1997-Present Licensed Professional Counselor
1996-Present Nationally Certified Counselor

HONORS RECEIVED
1996 University of Wyoming First-Year Program Oatsding Instructor Award
1996 Arden J. White Academic Excellence Scholar&epipient
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BIOGRAPHICAL SKETCH

Name:Peggy Nikkel Title: Executive Director

Organization: UPLIFT (Wyoming's Federation of Families for Chidrs Mental
Health)

Institution (Name, City, State) | Degree Year Field bStudy

Northeastern Oklahoma Stgté09 hrs. towards Not Theatre

University, Tahlequah, Bachelor of Arts completed

Oklahoma

EMPLOYMENT

1997-Present UPLIFT, Executive Director

1990-Present Christian Dramatist

1990-Present Free Lance Writer

1996-1997 Substitute Teacher, Platte County SdDistrict

1995-1996 Teacher’s Aid, Platte County Schootrizis

APPOINTMENTS

1999-Present Governor’'s Mental Health Planniogriil

2004-Present Governor’'s Advisory Comreitt€hildren & Families Initiative

2002-Present Central Wyoming Counseling @eBbard of Directors

OTHER PROFESSIONAL ACTIVITIES

2000-Present System of Care Steering Committee

1999-Present Mental Health Data Committee

2003-Present Wyoming Early Childhood Summihai€ of Social/Emotional
Committee

2004-Present National Review Work GroupStatewide Family Networks

1997-Present Conference Presenter at state amhalatonferences

2004-Present Consultant, National Technical AsstgaCenter for Statewide
Family Networks

2004-Present Consultant, Georgetown Universityt€efor Child and Human

Development

HONORS RECEIVED

2002 NATIONAL FEDERATION OF FAMILIES FOR CHILDREN 'SMENTAL
HEALTH CLAIMING CHILDREN AWARD

PUBLICATIONS

P. Nikkel (in pressBuilding Partnerships with Familiesn Building Early Childhood Mental
Health Systems of Care. Knitzer, J., Kaufmann&8Perry, D. Eds. Baltimore: Brookes.
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BIOGRAPHICAL SKETCH

Name: Elizabeth PfistereRHIT Title: Medicaid Waiver Specialist
Organization: Wyoming Department of Health, Mental Heath Division

Institution (Name, | Degree Year Field of Study

City, State)

Dakota State Associate of Arts 1977-1979 Records and
University Information
Madison, S.D. Management
American Health Registered Health1979 Health Information
Information Information Management
Management Technician

Association accreditation

EMPLOYMENT

2004 — Present

2003 - 2004
1984 — 2003
1980 - 1984
1979

Wyoming Department of Health, Meralalth Division, Medicaid
Waiver Specialist. Developing the program and wgtapplication for
a children’s mental health home and community badedicaid waiver.
Developed and implemented a stakeholder commuaitalan. Have met
with multiple stakeholder groups from around thetestto share
information about waiver implementation plans. #ted assistance to
design a website and e-mail account to allow stalkiel access to waiver
proposals. Participating in discussions and workrosuding the
SAMHSA system of care grant application.

Wyoming Department of Health, Developtale Disabilities Division,
Adult Waiver Specialist. Reviewed and approved ntliplans of care
funded by Medicaid Home and Community Based waivends.
Participated in on-site agency surveys. Researahddieveloped provider
education packages on topics to include client identiality and
guardianship. (Cheyenne, WY)

Wyoming State Training School, Recdfidmager. Managed long-term
care records system, including computerization amanagement of
medical and habilitation sections. Developed andgleémented staff
education programs specific to levels of staff imement. Developed
and maintained written procedure manuals for alkorg@ system
components and implemented staff reference mamalsystem use.
(Lander, WY)

Madison Clinic, LTD., Medical Transtigpist/Records Technician for
private practice physician clinic. Performed altiéties of clinic records
department for seven physician clinic. (Madison) SD
Kossuth County Hospital, Accredited Recordschieian/Medical
Records Department Manager. Managed records syst@amtenance
activities for small acute care county hospitalg@a, 1A)
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OTHER PROFESSIONAL ACTIVITIES

April 2005

Presentation on Records Documentation \Wyoming Department of
Health Aging Division’s Long Term Care Waiver corgace

2004-Present System of Care Steering Committee

Sept. 2004

April 2004

June 2003
June 2002
1980-Present

1979-Present

Presentation on Nursing Documentatiatesys for Wyoming Certified
Developmental Disabilities Nursing Conference

Presentation on Records Documentation \Woyoming Department of
Health Aging Division’s Community Based In-Home #ees Access
conference

Presentation on Client Confidentiality feemont County Emergency
Medical Technicians

Presentation on Client Confidentiality feemont County Emergency
Medical Technicians

Certification maintenance completigh@urs of continuing education
hours for every 2 year certification cycle

American Health Information Managemasbciation certification

HONORS RECEIVED

March 1997 Award of Excellence from Wyoming StAtehives
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BIOGRAPHICAL SKETCH

NAME: Dennis F. Mohatt TITLE Senior Program Director

ORGANIZATION: WCHE Mental Health Program
EDUCATION

INSTITUTION AND LOCATION DEGREE| YEAR FIELD OF STUDY

University of Oregon, Eugene, OR B.S. 1981 Psyailo

Mansfield University, Mansfield, PA M.A. 1984 Commnity-Clinical

Psychology

EMPLOYMENT

2001-pres  Senior Program Director, Western IntexrsTammission for Higher Education
(WICHE) Mental Health Program, Boulder, CO.

2000-01 Vice President of Development, ABSolutednated Solutions, FHC Health
System, Inc., Norfolk, VA.

1999-00 Western Regional Vice President for Progbawvelopment, Alternative
Behavioral Services, FHC Health System, Inc., blé&fVA.

1996 Medicaid Managed Care Director, Dept of So8&lvices, State of Nebraska,
Lincoln, NE.

1995-96 Executive Director, Child Guidance Cenit@rcoln, NE.

1994-97 Senior Consultant, Frontier Mental Heakthvi8es Resource Network, Dept of
Psychology, University of Denver, Denver, CO.

1994-98 Member, National Advisory Committee on Ritealth, U.S. Dept of Health
and Human Services, Washington, D.C.

1989-95 Executive Director, Menominee County CMM&nominee, MI.

Dennis F. Mohatt, M.A. is the director of the WICHE Mental Health Prograkhe has 20 years
of experience and training in rural community méhtalth. Mr. Mohatt was trained via a
NIMH Training Fellowship in rural mental health cesving his Master’s in rural community-
clinical psychology from Mansfield University in Resylvania in 1984. As the executive
director of the Menominee County CMHC, in Michigatpper Peninsula, Mohatt was
responsible for the planning, operation, and evalnaf a successful rural ACT program.
During his tenure as the Deputy Director of HHSNabraska, where he served as the state’s
commissioner of mental health, he provided thedestdp for the establishment of ACT and
Medicaid coverage for ACT services in this ruraltst Most recently, Mohatt served as the
chief consultant to the rural issues subcommitfebePresident’'s New Freedom Commission
on Mental Health.

HONORS

2000 Young Alumni Award, Mansfield University AlumAssn, Society of Honor.
1997 Victor I. Howery Award, National Assn for RuMental Health.

1995 Distinguished Service Award, National AssnRairal Mental Health.
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SELECTED PUBLICATIONS & PRESENTATIONS

Mohatt, D. (2001). Culturally competent care: Thral context. IrReducing disparities:
Ethnic minorities and mental healtl{Atlanta: The Carter Center).

Mohatt, D. (2000). Access to Mental Health Sezsit Frontier AmericaWashington
Academy of Sciences(3¢, 35-47.

Holzer, C.E., lll, Mohatt, D.F., Goldsmith, H.F., @arlo, J. (1998). The availability of health
and mental health providers by urban-rural couppet In: Mental Health,United States, 1998
(Rockville, MD: U.S. Dept of Health and Human Sees).

Mohatt, D. (1997). Access and availability of rtedmealth services in frontier Americaetter
to the Field, No. 4 (Denver, CO: University of Denver, Frontier Mehitiealth Services
Resource Network.

Mohatt, D. (1996). Rural issues in public sect@naged behavioral health care. In Minkoff, K.
& Pollack, D. (Eds.)Managed Mental Healthcare in the Public SectorSuétvival Manual
(New York: Harwood Academic).

Ciarlo, J.A., Wackwitz, J.H., Wagenfeld, M.O., & Matt, D.F. (1996). Focusing on “Frontier”:
Isolated rural Americaletter to the Field, No..2(Denver, CO: University of Denver, Frontier
Mental Health Services Resource Network).

Mohatt D., & Kirwan, D. (1995)Model Programs in Rural Mental Healt{Washington, DC:
U.S. Office of Rural Health Policy, DHHS, HRSA, U3S8).

Wagenfeld, M., Murray, D., Mohatt, D., & DeBruyn, §1994). Mental Health and Rural
America: An Overview and Annotated Bibliographgl(Mne Il) (WashingtonDPC: U.S.
Government Printing Office).

Mohatt, D. (1994).Community Aspects of Health Care Reform and Rueaiti&l Health:
Proceedings of the Conference: Implementing He@#le Reform in Rural Americlowa
City: University of lowa Press.

Larson, M.L., Beeson, P.G., & Mohatt, D. (1994)rking Rural Into Account: Report on the
Center for Mental Health Services National Publarém, Lincoln, Nebraska, June 24, 1993
(Rockville, MD: U.S. Dept of Health & Human Servi;eCentefor Mental Health Services).

Mohatt, D.F., & Beeson, P.G. (1993)ealthcare Reform and Rural Mental HealttVood
River, IL: National Association for Rural MentakHllth).

An overview of rural mental health issues: Challesngnd opportunities caring for the country.
AHRQ Regional User Liaison Program Conference, 2082, Denver, CO
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BIOGRAPHICAL OUTLINE FORM

NAME: Chuck McGee TITLE: Poject Director, Program Evaluation

ORGANIZATION: WICHE Mental Health Program

EDUCATION

INSTITUTION (Name, City, State)] DEGREE YEAR FIELD OF STUDY

University of Southern Colorado, B.A. 1970 Philosophy, Mathematics

Pueblo, CO

University of Colorado, Boulder, M.A. 1980 Psychology, Program

CO Evaluation

EMPLOYMENT

1997-pres Project Director, Program Evaluation, ¥fesinterstate Commission for
Higher Education (WICHE) Mental Health Programuiter, CO.

1995-1997 Program Planning & Evaluation Specidlligflissouri Dept of Mental Health,
Div of Comprehensive Psychiatric Services, JeffierSity, MO.

1994 Research Analyst 1V, Missouri Dept of Menta&ath, Jefferson City, MO

1992-1993 Special Assignment: CTRAC Project MandgeUsers, User
Representative for Missouri Dept of Mental Healdhy of
Comprehensive Psychiatric Services, Jefferson GIQ,

1990-1993 Program Planning & Evaluation Specidlistissouri Dept of Mental
Health, Div of Comprehensive Psychiatric Servidefferson City, MO.

1989 Child & Adolescent Service System Project,ddigi Dept of Mental
Health, Div of Comprehensive Psychiatric Servidefferson City, MO.

1987-1988 Program Evaluator, Missouri Dept of MEHi@alth, Div of
Comprehensive Mental Health Services, Jeffersoyy GIO.

1986 Child/Adolescent Planner, Colorado Div of Mgdealth, Ft. Logan, CO.

1982-1985 Human Service Planner, City of Puebldp@do, Div of Health and Human

Services.

Chuck McGee, M.A., will be the project data mana@druck leads the Western States
Decision Support Group (WSDSG), a regional divissbthe federal Mental Health
Statistics Improvement Program (MHSIP). He hasaet®ed, presented, and reported on
state needs and prevalence assessments, co-diteetgelelopment of culturally competent
gueries for the MHSIP Consumer Report Card, anlhlootated with state mental health
authorities on monitoring the downsizing of stabsyitals.

SELECTED PUBLICATIONS & PRESENTATIONS

McGee, C. (2002, May)Benefits of Using Prevalence Data in PenetratioteRa
Presentation at the National Conference on MengaltH Statistics. (WashingtoD,C.).
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McGee, C. (2002, JanuaryPopulation in Need of Mental Health Services antliéu
Agencies’ Service Use in Colorad®repared for Colorado Mental Health Servitesded
by the Colorado Legislature. (WICHE: Boulder, CO).

McGee, C. (2002, JanuarylPrevalence, Service Utilization, and Penetratidfresentation
at the Midwest User Group Meeting of the Mental litleStatistics Improvement Program.
(Chicago, IL).

McGee, C., & Press, A. (2001, OctNebraska MHSIP: Prevalence, Utilization and
Penetration Prepared for the Nebraska Div. of Mental Heeghihstance Abusand
Addiction Services, funded through the Mental He&tatistics Improvement Program, of
the U.S. SAMHSA Center for Mental Health Servic€d/ICHE: Boulder, CO).

McGee, C. (2001, Junepssessing Cultural Competence in Psychiatric TregniYear 1
Evaluation Report SAMHSA CAG grant, Boston University Div of Psyatry. (WICHE:
Boulder, CO).

McGee, C., Nikkel, P., Nees, D., & Smith, M. (2084ay). Partnership in the Wyoming
MHSIP Surveys Presentation at the National Conference on Méfealth Statistics for the
Western States Decision Support Group. (WashindRad.).

McGee, C. & Press, A. (1999, Jun®&jeeds Assessment in the West: Report on a Workshop
and Subsequent AnalysiPaper presented at the National Conference arnditdealth
Statistics for the Western States Decision Suppootup. (Washingtor).C.).

Evans, C., McGee C. (1998). Collaboration Betwe&tate Alliance for the Mentally IlI
and a State Mental Health Authority in MonitoriigetConsequences of Downsizinghe
Journal of Behavioral Health Services and Rese&%(il), 43-50.

McGee, C. (1996, July). Missouri’'s Mental Hedtérformance Measurement. State
Reform Grant Application for the State of Missouri.

McGee, C. Mental Health Statistic Improvement Paogy (MHSIP), Application for
Continued Grant. Several years ending with FY2fuest.

McGee, Evans, & Roos. (1992, OctA.Comparison of Behavior Problems of Children at
Admission to Various Programd?resentation at the Regional Conference oMéstal
Health Statistics Improvement Program.

McGee, C. (1990). Comprehensive Service Syster@ddren and Youth. Missouri’s
Comprehensive Mental Health Plan Update.

McGee, C., Martinez, T. D., & Meyers, S. (198Qommunity Wide Needs Assessment for
Human Services. (Pueblo, CO: Pueblo Area Cowficdiovernments
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BIOGRAPHICAL SKETCH

POSITION TITLE
Senior Research Associate

NAME Scott J. Adams, Psy.D.

ORGANIZATION WICHE Mental Health

EDUCATION/TRAINING

INSTITUTION AND LOCATION DEGREE | YEAR(s)| FIELD OF SUDY
Michigan State University, East Lansing, Ml B.S. 939 Psychology
Indiana State University, Terre Haute, IN M.S. 1999 | Clinical Psychology
Indiana State University, Terre Haute, IN Psy.D. 020 Clinical Psychology
University of Colorado Health Sciences CenterPostdoctorall 10/1/02 — | Administration and
Denver, CO Fellow 9/30/03 Evaluation

Psychology
EMPLOYMENT

2003 — Present

Senior Research Associate, Wesitienstate Commission for Higher
Education (WICHE) Mental Health Program

2002 - 2003 Postdoctoral Fellow through the Uniqeisf Colorado Health Sciences
Center, at the Western Interstate Commission fgheli Education (WICHE)
Mental Health Program

2001 — 2002 Pre-Doctoral Intern at the Denver \&tsrAdministration Medical Center

2000 — 2001 Emergency Services, Good Samaritanitabdpsychiatric Ward

1999 - 2000 Therapist and Psychological Assessmr SEmaritan Center

1997 — 2000 Graduate Clinician, Indiana State UsityePsychology Clinic

1997 — 2000 Teaching Fellow, Indiana State Univgrsi

PROFESSIONAL PRESENTATIONS:

September, 2004 “The Presiderifiew Freedom Commission, Subcommittee on Ruraldssue

June, 2004

May, 2003

May, 2003

April, 1999

October, 1998

October, 1998

Report” First Annual Mental Health Conference, Larnedt8tHospital,
Larned, Kansas.

“What's Up in the WICHE West: An Ovewief Current Activities of the
WICHE Mental Health Program,” Annual Conferenceha National
Association of Rural Mental Health.

“Special Issues in Serving Rural Childaea Families,” Annual Conference
of the Organization for Program Evaluators in Cattw.

“Evaluating Assertive Community Treatmiend Managed Care Setting—
Methods, Outcomes, and Implications for Rural Paogs,” Annual
Conference of the Organization for Program Evalisaito Colorado.

“The Reality Beliefs Inventory (RBI):d¥eloping a Measurement of the
Influence of Core Reality Beliefs on PersonalitwBlepment and
Alteration,” Annual Meeting of the Midwestern Pswdbgical Association.

“Core Beliefs, Cognitive Self-Regulat and Personality,” Annual Meeting
of the Indiana Academy of Science.

“Personality as a Function of CorkeB®” Annual Meeting of the Indiana
Academy of the Social Sciences.
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October, 1997 “Personality and Reality,” Annual Meg of the Indiana Academy of
Science.

RESEARCH, REPORTS, AND PUBLICATIONS

Adams, S.J.(2002). The relationship between reality beliptx,sonality traits, need for
cognition, and social desirability. Unpublished €&igation. Indiana State University.

Adams, S.J.(2004). Evaluation of Current Treatment PrograansPfersons with Co-Occurring
Mental Health and Substance Abuse Disorders anti@gReadiness for Change in
South Dakota: Final Report. Report from the WICHEMWl Health Program for the
South Dakota Division of Mental Health.

Adams, S.J.& Mohatt, D.F. (2004). Rural Mental Health in WdCHE West: Meeting
Workforce Demands through Regional Partnershippdtesl by the WICHE Mental
Health Program supported by an educational gramt the Health Resources and
Services Administration (HRSA), U.S. Departmentefalth and Human Services.

Adams, S.J.& Mohatt, D.F. (2004). The Behavioral Health Wanide in Alaska: A Status
Report. Prepared by the WICHE Mental Health ProgFam University of Alaska,
Statewide Office of the Associate Vice President{ealth.

Adams, S.J.& Mohatt, D.F. (2003)The Future of Wyoming’s ChildreBearch Conference
Sponsored by the Wyoming Mental Health Divisione@dnne, Wyoming.

Adams, S.J.& Mohatt, D.F. (2003)The Future of Wyoming’s ChildreRegional Meetings
Sponsored by the Wyoming Mental Health DivisioncR&prings, Lander, Sheridan,
and Cheyenne, Wyoming.

Adams, S.J, Mohatt, D.F., & McGee, C. (2003). South Dakotal@en’s Mental Health Task
Force: Final Report. South Dakota Department of Hiii@ervices, Division of Mental
Health. Prepared by the WICHE Mental Health Progsaipported by an educational
grant from Eli Lilly and Company.

Adams, S.J, Mohatt, D.F., & Markus, S. (2004). Children & Fiéies System of Care:
Community Readiness for Change, Final Report. Pegply the WICHE Mental Health
Program for the Wyoming Mental Health Division.

Mohatt, D.F., McGee, CAdams, S.J, Press, A., & Holzer, C. (2002). Assessment ofd\fee
Behavioral Health Services. Southwest Counselingé&eRock Springs, Wyoming.

Mohatt, D.F. Adams, S.J..& Bradley, M.M. (in preparation). Rural Mental Héa
Opportunities and Challenges Caring for the CountryUniversal healthcare: Readings
for the mental health profession&@ummings, N. & O’'Donohue, W. (Eds.).

Mohatt, D.F., Bradley, M.M.Adams, S.J, & Morris, C.D. (in preparation). Mental HealthcAn
Rural America: 1994 — 2004, An Overview and AnnedaBibliography. Rockville, Md.
Office of Rural Health Policy, HRSA, and Office Rtiral Mental Health Research,
NIMH, NIH.
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BIOGRAPHICAL SKETCH

NAME Mimi Bradley, Psy.D. POSITION TITLEPostdoctoral Fellow

EDUCATION/TRAINING (Begin with baccalaureate or other initial professal education, such as nursing, and include
postdoctoral training.)

INSTITUTION AND LOCATION DE((‘JHBEE YEAR(s) | FIELD OF STUDY
applicable)
University of lllinois, Urbana-Champaign, IL B.S. 9% Psychology
California School of Professional Psychology, SarM.S. 2001 Clinical Psychology
Francisco, CA
California School of Professional Psychology, SarPsy.D. 2004 Clinical Psychology

Francisco, CA
University of Colorado Health Sciences Center, | Postdoctora 10/01/04 — | Administration and
Denver, CO | Fellow 9/30/05 Evaluation
Psychology

A. Positions and Honors.

Current Postdoctoral Fellow, University of Coloradealth Sciences Center, at the
Western Interstate Commission for Higher EducaidCHE) Mental
Health Program

2003 — 2004 Pre-Doctoral Intern at the UniversitZolorado Health Sciences Center

2002 - 2003 Adjunct Faculty; National UniversitgrSlose, CA

2001 - 2003 Clinical Practicum; Xanthos, Inc., A&ta, CA

2002 — 2002 Personal Development Instructor; AMiey Summer Camp, Berkeley, CA

2000 — 2001 Clinical Practicum; Federal Correctimssitute, Dublin, CA

1999 — 2000 Clinical Practicum; Bay Area Women AgaRape, Oakland, CA

RESEARCH, REPORTS, AND PUBLICATIONS

Mohatt, D.F., Adams, S.J., Bradley, M.M. (in preparation). Rural Mental Health:
Opportunities and Challenges Caring for the CountryUniversal healthcare: Readings for the
mental health professionaCummings, N. & O’'Donohue, W. (Eds.).

Mohatt, D.F. Bradley, M.M., Adams, S.J., & Morris, C.D. (in preparation). Marealth and

Rural America: 1994 — 2004, An Overview and AnnedaBibliography. Rockville, Md. Office
of Rural Health Policy, HRSA, and Office of Rurakktal Health Research, NIMH, NIH.
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Job Description
Title of Position: Principle Investigator

Duties and Responsibilities: Provides fiscal and administrative oversightraf grant and is
accountable to the pilot sites for the proper cahdfithe grant. She may choose to be
responsible for or appoint someone to act as sollawith State officials and agencies.

Quialifications/Experience required for Position: Knowledge of applicable state and federal
laws, rules, and regulations; human service prograiients being served; program
administration procedures; grant development amdradtration; technical knowledge of
assigned programs. Ability to work effectively agfficiently with other staff and community
organizations; identify dysfunctional relationshgred environmental conditions; exercise sound
judgment in the performance of assigned respoiitsisil write meaningful, concise, and
accurate reports and correspondence; analyze dadtafarmation and draw conclusions; train
and advise program staff and service providergsasgrogram effectiveness.

Supervisory Relationships:May supervise subordinate staff to ensure thabbjectives of the
work unit are met. Interviews and selects stafbvitles training and work direction. Approves
leave requests. Addresses staff problems and reeadsrdisciplinary action. Conducts
performance appraisals and completes performanaetnts.

Skills and Knowledge Required:Knowledge of public mental health system polic@sctices
and services in Wyoming, understanding of intecaxtibetween the public mental health system
and criminal justice system, understanding of pgogdesign, service and stakeholder linkage
processes, understanding of data analysis andwsqeyproject management skills.

Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdata information for non-systems and data
oriented audiences, and ability to prioritize andtirtask.

Amount of Travel — Special Conditions or Requiremets: Periodic local and interstate travel.
No special conditions or requirements.

Salary Range:$48,000 based on full-time status.
Hours per Day or Week:Half time
Job Description
Title of Position: Project Director
Duties and ResponsibilitiesResponsible for the day-to-day oversight and impletation of

the project including, but not limited to, develogia comprehensive strategic plan for the
proposed SOC,; establishing the organizational &trachiring staff; and providing leadership.
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Qualifications/Experience required for Position: Experience in mental health and other child
and family services and programs, project managgraad program evaluation. Experience
with the public mental health system and its irdgoa with multiple, state-wide systems.
Experience with the issues surrounding youth wiEDSvho are at risk for frequent
hospitalization, acute crises, substance abusaenantvyement with the criminal justice system.

Supervisory Relationships: Reports to the Principle Investigator and Syster@are Steering
Committee.

Skills and Knowledge Required:Knowledge of public mental health system policgsctices
and services in Wyoming, understanding of intecangibetween the public mental health system
and criminal justice system, understanding of progdesign, service and stakeholder linkage
processes, understanding of data analysis andwsg@gyproject management skills.

Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdata information for non-systems and data
oriented audiences, and ability to prioritize andltirtask.

Amount of travel and any other special conditions:Periodic local and, potentially, inter-state
travel. No special conditions or requirements

Salary range: $50,000 year based on full time status.
Hours per day or week:Half time.

Job Description
Title of Position: Clinical Director
Duties and Responsibilities:Responsibility for ensuring that children with SBBd their
families receive timely assessments and comprebetrgatment plans. The selection and
oversight of implementation of training for all dence based practice models utilized in the
project will be supervised by this person.
Qualifications/Experience required for Position: Experience in mental health services and
programs, project management, and program evatuaiaperience with the public mental
health system and its interaction with multipl@tstwide systems. Experience with the issues
surrounding youth with SED who are at risk for freqgt hospitalization, acute crises, substance

abuse, and involvement with the criminal justicsten.

Supervisory Relationships: Reports to Principle Investigator and System oeCateering
Committee.

Skills and Knowledge Required:Knowledge of public mental health system policgsctices
and services in Wyoming, understanding of intecasibetween the public mental health system
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and criminal justice system, understanding of pgogdesign, service and stakeholder linkage
processes, understanding of data analysis andvwsqeyproject management skills.

Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdatd information for non-systems and data
oriented audiences, and ability to prioritize andtirtask.

Amount of travel and any other special conditions:Periodic local and, potentially, inter-state
travel. No special conditions or requirements

Salary range: $50,000 year based on full time status.
Hours per day or week:Full time.

Job Description
Title of Position: Lead Family Contact
Duties and Responsibilities:Will participate in all aspects of implementationtloee SOC and
provide support services for families receivingveaes throughout the grant. She will also
maintain the primary responsibility for working skdy with families and conducting outreach
efforts.
Quialifications/Experience required for Position: Experience in family organizations and
working with mental health services and programgjget management, and program
evaluation. Experience with public mental healtbtegn and its interaction with multiple, state-
wide systems. Experience with the issues for yauth SED who are at risk for frequent
hospitalization, acute crises, substance abusenantyement with the criminal justice system.
Supervisory Relationships: Principle Investigator and System of Care Stee@iogimittee.
Skills and Knowledge Required:Knowledge of family organizations, public mentahhlk
system policies, practices and services in Wyomingerstanding of interactions between the
public mental health system and criminal justicgtey, understanding of program design,
service and stakeholder linkage processes.
Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdata information for non-systems and data
oriented audiences, and ability to prioritize andltirtask.

Amount of travel and any other special conditions:Periodic local and, potentially, inter-state
travel. No special conditions or requirements

Salary range: $52,000 year based on full time status.

Hours per day or week:Full time.
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Job Description

Title of Position: Youth Coordinator

Duties and Responsibilities:Responsible for developing programs for young peopl
facilitate their involvement in development of tB®C. Will assume primary responsibility for
developing and managing a youth organization, d@hdractivities that will bring the voice of
youth who have SED to the project.

Qualifications/Experience required for Position: Experience in mental health services and
programs, project management, and program evafug&imme experience with the public mental
health system and its interaction with multipl@tstwide systems. Experience with the issues
surrounding youth with SED who are at risk for fregt hospitalization, acute crises, substance
abuse, and involvement with the criminal justicsteyn.

Supervisory Relationships: Reports to Lead Family Contact and Principle Ingasor.

Skills and Knowledge Required:Knowledge of public mental health system polic@sctices
and services in Wyoming, understanding of intecaxtibetween the public mental health system
and criminal justice system, understanding of pgogdesign, service and stakeholder linkage
processes, understanding of data analysis andvwsqeyproject management skills.

Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdatd information for non-systems and data
oriented audiences, and ability to prioritize andtirtask.

Amount of travel and any other special conditions:Periodic local and, potentially, inter-state
travel. No special conditions or requirements

Salary range: $14,400/year based on full time status.
Hours per day or week:13 hours per week.
Job Description

Title of Position: Technical Assistance Coordinato

Duties and Responsibilities: The central point person for strategizing and assgshe TA
needs of stakeholders and linking these needsomigoing TA. She may create new
opportunities for training to meet ongoing chanigethe community. She will coordinate TA in
areas such as culturally competent practices anetee, leadership, partnership/ collaboration,
strategic planning, wraparound planning, sustalitgpiamily involvement, and youth
involvement. She is the link to the national TechhAssistance Partnership.

Qualifications/Experience required for Position: Experience in mental health services and

programs, project management, and program evatuaiaperience with the public mental
health system and its interaction with multiplatetwide systems. Experience with the issues
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surrounding youth with SED who are at risk for fieqt hospitalization, acute crises, substance
abuse, and involvement with the criminal justicsteyn.

Supervisory Relationships: Reports to the Principle Investigator, Project Diog, and System
of Care Steering Committee.

Skills and Knowledge Required:Knowledge of public mental health system polic@sctices
and services in Wyoming, understanding of intecaxgtibetween the public mental health system
and criminal justice system, understanding of pgogdesign, service and stakeholder linkage
processes, understanding of data analysis andvwsqeyproject management skills.

Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdatd information for non-systems and data
oriented audiences, and ability to prioritize andtirtask.

Amount of travel and any other special conditions:Periodic local and, potentially, inter-state
travel. No special conditions or requirements

Salary range: $38,000/year based on full time status.
Hours per day or week:Half time.
Job Description

Title of Position: Social Marketing CommunicationsManager

Duties and Responsibilities:Responsible for developing a social marketing/comigations
strategy including: a strategic plan, public edioratctivities, and overall outreach efforts. She
will also coordinate activities with the nationanemunications campaign. The social marketing
strategy will be developed to engage individuadg tturrently are not accessing mental health
services (e.g., Native Americans and people inl ame remote areas). The business community
will be engaged as part of the economic developrplamt for the target areas.

Qualifications/Experience required for Position: Experience in mental health services and
programs, project management, and program evatuaiaperience with the public mental
health system and its interaction with multiplatetwide systems. Experience with the issues
surrounding youth with SED who are at risk for fregt hospitalization, acute crises, substance
abuse, and involvement with the criminal justicseteyn. Cultural competence expertise.

Supervisory Relationships: Reports to the Principle Investigator, Project Diog, and System
of Care Steering Committee.

Skills and Knowledge Required:Knowledge of social marketing techniques, especas|
related to public mental health system policieacpces and services in Wyoming,
understanding of interactions between the publintaidealth system and criminal justice
system, understanding of program design, servidestakeholder linkage processes,
understanding of data analysis and supervisoryptonanagement skills.
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Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdatd information for non-systems and data
oriented audiences, and ability to prioritize andtirtask.

Amount of travel and any other special conditions:Periodic local and, potentially, inter-state
travel. No special conditions or requirements

Salary range: $40,000/year based on full time status.
Hours per day or week:Half time.

Job Description
Title of Position: State-Local Agency Liaison
Duties and Responsibilities:Will work collaboratively with Regional Coordina®to establish
interagency involvement in the project’s structangl process by developing and/or changing
interagency agreements and other public policiesaat to the creation of the SOC.
Qualifications/Experience required for Position: Experience in mental health and substance
abuse services and programs, project managemehpragram evaluation. Experience with the
public mental health system and its interactiorhwmultiple, state-wide systems. Experience
with the issues surrounding youth with SED whoadrask for frequent hospitalization, acute

crises, substance abuse, and involvement withrthrenal justice system.

Supervisory Relationships: Reports to Principle Investigator, Project Direceord System of
Care Steering Committee.

Skills and Knowledge Required:Knowledge of public mental health system policgsctices
and services in Wyoming, understanding of intecagibetween the public mental health system
and criminal justice system, understanding of progdesign, service and stakeholder linkage
processes, understanding of data analysis andwsqeyproject management skills.

Personal Qualities:Well-organized, able to communicate effectivelyhndiverse stakeholders,
ability to organize and present complex systemsdata information for non-systems and data
oriented audiences, and ability to prioritize andtirtask.

Amount of travel and any other special conditions:Periodic local and, potentially, inter-state
travel. No special conditions or requirements

Salary range: $50,000-$100,000/year based on full time status.

Hours per day or week:4 hours per week.
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Job Description
Title of Position: Regional Coordinator

Duties and ResponsibilitiesWill serve as local fiduciary of funding for sereg with the goal

of creating wraparound services via blended fuhdsreet the needs of the child and family;
will establish needed interagency involvement mphoject’s structure and process to create a
system of care that is responsive to community sie®idl ensure that evidence-based practices
are developed and implemented, that services pedwade culturally and linguistically
competent, and will establish performance standduatsare monitored through a management
information system. State-local agency liaisons wirk in collaboration with this position.

Qualifications/Experience required for Position:Experience in mental health and substance
abuse services and programs, project managemehpragram evaluation. Experience with the
public mental health system and its interactiorhwmiultiple, state-wide systems. Experience
with the issues surrounding youth with SED whoadrask for frequent hospitalization, acute
crises, substance abuse, and involvement withrthrenal justice system.

Supervisory Relationships:Reports to LCC and Clinical Director.

Skills and Knowledge Required:Knowledge of public mental health system polic@sctices
and services in Wyoming, understanding of intecaxgtibetween the public mental health system
and criminal justice system, understanding of progdesign, service and stakeholder linkage
processes, understanding of data analysis andvwsqeyproject management skills.

Personal Qualities:Well-organized, ability to meet deadlines and @aead to avert crises.
Ability to communicate effectively with diverse k&holders.

Amount of Travel — Special Conditions or Requiremets: Some inter-state travel anticipated
as part of this project. No special conditionsezyuirements.

Salary Range:$38,000 based on full-time status.
Hours per Day or Week:Full time.

Job Description
Title of Position: Regional Care Manager
Duties and ResponsibilitiesWill work with families to identify and select afily Care
Coordinator; will partner with local Departmentfdmily Services staff, Juvenile Probation,
schools, health care providers and UPLIFT to dgvelstrategy for identifying and admitting
youth at risk of residential placements; faciliteily outreach, advocacy, and evaluation
assistance; monitor confidentiality practices adélguate consent procedures; educate

communities and service partners of the missiolueg goals, and population served by the
system of care in their region; work with Familyr€d eams to monitor the care and services
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provided by service providers in their region tolude: utilization of services, progress toward
individualized treatment goals, re-determinatiorstoéngths, priorities, and resources, and
update of the treatment plan as often as necess#irizandle grievance proceedings.

Qualifications/Experience required for Position:Experience in mental health and substance
abuse services and programs, project managemehpragram evaluation. Experience with the
public mental health system and its interactiorhwmultiple, state-wide systems. Experience
with the issues surrounding youth with SED whoadrask for frequent hospitalization, acute
crises, substance abuse, and involvement withrthmenal justice system.

Supervisory Relationships:Supervised by Project Coordinator, supervises-gostoral fellow.

Skills and Knowledge Required: Knowledge of SED and public mental health. Supeais
and management skills.

Personal Qualities: Ability to work well with a diverse group of stakolders and project staff.
Ability to communicate effectively, problem solvedaprogram development and
implementation issues.

Amount of Travel — Special Conditions or Requiremets: Some inter-state travel anticipated
as part of this project. No special conditionseqyuirements.

Salary Range: $40,000/year
Hours per Day or Week:Full time.

Job Description
Title of Position: Family Care Coordinator

Duties and ResponsibilitiesWill advocate on behalf of child/family with tlservice system;
complete identified strengths based assessmertdudliparticipation of child/family/caretaker
to determine community-based services needed toehgalth and safety in the home and
community; facilitate development of multi-servicemmunity-based plan that facilitates access
to clinical and non-clinical services and infornosati community resources, and relationships;
collaborate with case managers from other sengeacies; locate, arrange and refer to direct
services; monitor service plan, providers, andtified outcomes (at least quarterly) to review
identified goals, re-determine strengths and gdresj and resources and update the plan as
needed; monitor child and family satisfaction afvemes and establish an open forum for the
expression of concerns and disagreements and abtlddamily first contact for
complaint/grievance process; coordinate transgiat referrals moving from one setting to
another; complete case records; maintain requiegding competencies to include: Family
Partnership Wraparound model, Individuals with Disaes Education Act, Wyoming Special
Education Rules and Regulations, effective advacetwydren’s mental health disorders,
knowledge of regional services, Multi-system ThgrapFunctional Family Therapy,
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therapeutic foster care, crisis services, cultanal linguistic competence and family focused
care, and system of care values and principles.

Qualifications/Experience required for Position Extensive experience in providing and
coordinating multiple services for children and fies.

Supervisory Relationships Reports to LCC and Clinical Director.

Skills and Knowledge Required Knowledge of SED and public mental health. Suisémm and
management skills.

Personal Qualities:Well organized with ability to multitask and comnicate well between
large systems of care.

Amount of Travel — Special Conditions or Requiremets: No travel anticipated as part of this
project. No special conditions or requirements.

Salary Range $33,000/year based on full time salary.
Hours per Day or Week Full time.
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Section H- Confidentiality and SAMHSA Patrticipant Protection/Human Subjects
1. Protection of Clients and Staff from Potential Rsks

This section provides information regarding proagedwand activities, which will guide our
project to insure confidentiality and to protedents and staff from risk. This project falls under
the Mental Health Division (DMH) and involves aledlorative effort from a variety of agencies
to provide a full array of mental health and supgervices to children who have serious
emotional disturbances.

All research activities at the Wyoming Departmeintiealth must have approval by their
Investigational Review Board (IRB) prior to implemation. Specifically, all research will be
conducted within the parameters of the Code of FdRegulations and its sections 45 CFR 46
and 38 CFR 15, and, where applicable, 21 CFR 5(Génd

To ensure that research studies at DOH are corgluctmmpliance with all Federal, State, and
agency regulations and ethical standards regafdingan research, the IRB shall review all
research projects for: 1) Scientific integrity,Rsk/benefit analysis, 3) Safety of human
subjects, 4) Ethical treatment of research paditip, 5) Consent and assent document quality,
6) Justice and equity in selection of researchexbj and 7) Investigator and research staff
training.

The special vulnerability of children makes considien of involving them as research subjects
particularly important. To safeguard their intesemid to protect them from harm, special ethical
and regulatory considerations are in place forewing research involving children (45 CFR
Part 46, Subpart D). The IRB must consider the fisnesks, and discomforts inherent in the
proposed research and assess their justificatibghnhof the expected benefits to the child-
subject or to society as a whole. In calculatirgydiegree of risk and benefit, the IRB should
weight the circumstance of the subjects under stilymagnitude of risks they may accrue
from the research procedures, and the potentiafliemhe research may provide to the subjects
or class of subjects.

The potential risks or adverse effects (physica&dital, psychological, social, legal) to any
person involved in this project are minimal andnmare than those of existing, traditional mental
health services provided to youth and families faaoh their participation in regular evaluation
and quality improvement activities. The key difiece with this project is in the organization

and coordination of the delivery of services, follog established systems of care principles and
best-practice guidelines, rather than in an intotidn of novel types of services to be delivered.

The risk or adverse effects of services to clientsly a minor possibility. The risks are reduced
through various procedures, such as protectiomwfidentiality and efforts to prevent labeling
clients that further stigmatize the population lgeserved. Efforts to ensure other clients do not
stigmatize each other will be considered in serdiekvery. The risk to staff is possible from
adverse events (e.g., client assaulting staff).réyppate law enforcement would be engaged in
such circumstances. Staffs are provided trainingpinflict de-escalation. We do not anticipate
any true physical risks for staff working on thigject.
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This project does not fund medical services, thaughy clients are actively involved in

medical care. Physicians and other medical persavihde consulted to assure appropriate
medical services being available to clients. Thesence of medical interventions for clients does
not pose any foreseeable risks to staff.

There is the possibility of psychological risk givihe stigma and shame often associated with
having a child with mental illness. There wouldredess risk with coordinated, community-
based care than with more traditional mental hesdtliices. Stigma may provide additional
barriers to receiving care that is the focus oe caordination activities. Every effort will be
made to address the psychological needs of faniilissrvices. The risk to staff is minimal, and
open dialogue with staff on psychological burdewrarie giving will be conducted. Stigma could
be felt by social features (such as peer pressiuaéjurther stigmatize families or workers. Part
of the effort of the project through its communicas management will address stigma
reduction. Legal risk seems greater for non-pgrditton than participation in the project. A
purpose of the project is to reduce the reliancastitutional care, such as juvenile
incarceration or other legal-based out of home.cHre success of the project reduces legal risk.

Evaluation activities will follow up on material eered by services and not pose particular risks.
Families who share common experiences will be eygaldy the project to help with the
evaluation activities to further protect familiesrh risk. Families employed will be trained in
methodology, confidentiality, and ethical issudatex to service evaluation.

2. Fair Selection of Participants

The target population limits those eligible forgee from the project. It includes children with
severe emotional disturbances who are at risk amd hultiple problems. This general
definition of the target population includes mangrenchildren than are currently being served,
and will be served by funds from this projectslassumed that community support for reform
activities will enhance wider participation, andneahildren will be seen. However, eligible
children will be seen without discrimination urddpacity is reached. Some children then will
not participate in funded activities, but will bepmopriately referred to existing services.

The target population was selected by a commupitaloorative process and was intended to
target those at greatest risk. This project pasesitiress their concerns as a priority. There are
considerably more children out of service deliveeyworks now, and this project will reduce the
numbers through multiple financing mechanisms.

3. Absence of Coercion

Participation of the targeted client populatiorihiis project is voluntary unless court ordered.
Then participants are provided options as wellygfoparticipation may be the least-restrictive
option. Participants are not paid for participatiorservices (nor evaluations), though minor
funds for incentives for responding to evaluatioresy be provided. The incentives would not be
enough to coerce participation. Staff will explte benefits of participation to families, but not
coerce participation.
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Clients may receive services, even if they do wotglete the services recommended. Clients are
free to discontinue services without penalty fréva $ervice providers (unless the courts impose
outside sanctions for discontinuance.)

4. Data Collection

Data will be collected in various ways for programnitoring and evaluation. Staff will collect
data as services continue. Some families will lseuiged, trained, and employed to facilitate
data collection, especially for clients who dis¢oué services for follow-up evaluations. Project
staff, consultants, and families will collect d&dowing standard procedures for data
collection. Data may be collected from face-to-fatterviews, home visits, case records, or
phone contacts.

Data will be kept for a reasonable (legal) timassure responsibilities for accounting are
provided. However, data will be destroyed when respare filed and storage no longer required.
5. Privacy and Confidentiality

Client confidentiality during all the processedtud project, including and with data collection,
will be protected. Client identification numberg assigned to protect confidentiality.
Intersystem data sharing will use these uniquatiagentification numbers for evaluation and
monitoring reporting. All data collectors maintdacked files with restricted access on
computers with password protection. Staff membax&Had opportunities for training in
HIPPA requirements and these will be continuedafbstaff coming on through this project.

6. Adequate Consent Procedures

Project participants will be provided written deptions of the project. This will include not
only a description of services but also a discussitthe purpose of their participation. Clients
are provided standard forms for written conserdraftey have been given a full description of
the project. Only those with legal authority (pdsemuardians) may sign for children. Consent
includes basics such as: voluntary participatightrto withdraw from project without penalty;
potential risks; and plans to protect from risk.

Some participants may have difficulty with writteriormed consent for various reasons: they
may be disabled, have difficulties with mobilityagnhave literacy problems, or may have visual
limitations. Some clients may require consent psees in languages other than in English.
Bilingual staff and/or other state means to seamguage assistance will be utilized as
necessary. Persons with a need will have all canséated material and questions for
monitoring/evaluation presented orally if prefetrBeérsons requiring more time for reading
through materials or other assistance will have pinovided. When questions arise as to the
person’s comprehension of materials, discussiotiseofjuestions will help assure informed
consent. The project assumes responsibility farrasges that informed consent is achieved,
despite circumstances that pose barriers.

If participants are being surveyed for purposesiohitoring/evaluation of the project, a separate
consent form with appropriate explanation of thgppse provided. Though a minor incentive
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will be provided to promote the evaluation processsanctions will be provided for
nonparticipation.

All informed consent procedures must be approvealitih the IRB processes.
7. Risk/Benefit Discussion

The benefits to participation in services inclushgroved child mental health, improved family
and child functioning, improved access to servigepyoved chances of receiving services in the
least-restrictive settings, and improved servidevdey. By providing an array of needed
services, clients should experience benefits toyndamensions of their family life.

The risks of participation are minimal. No physidaks are associated with coordinated,
comprehensive care. The project does not provid#icgakbenefits, though associates itself with
coordination of care that improves access to meédar@. Adverse effects of non-participation
certainly far outweigh any potential adverse efdobm participation in care. Clients may or

may not participate in medical care, though the caordination approach emphasizes access to
a wide array of care services.

Risk for physical, psychological, social, and leigalies were discussed earlier. Any risk is far
outweighed by the benefits to participants fortierolvement. Rather than being isolated and
alone in facing the problems of child mental illaethis project provides a family-centered,
culturally competent, community-based approachate coordination.
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Appendix 2: Governor’s Assurance
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Appendix 3: Data Collection Procedures and Instrumats

MHSIP Consumer Survey (Version 1.1, Feb, 2000)

In order to provide the best possible mental hesdtirices, we need to know what you think aboustgices you
received during the last (specify timer peridiie people who provided it, and the results. &heispace at the eng
of the survey to comment on any of your answers.

Please indicate your Strongly Agree | | am Neutral | Disagree| Strongly Not
agreement/disagreement with Agree Disagree | Applicable

each of the following
statements by circling the
number that best represents
your opinion. If the question
is about something you have
not experienced, circle the
number 9 to indicate that thig
item is “not applicable” to
you.

1. I like the services that | 1 2 3 4 5 9
received here.

2. If I had other choices, | 1 2 3 4 5 9
would still get services from
this agency.

3. I would recommend this 1 2 3 4 5 9
agency to a friend or family
member.

4. The location of services 1 2 3 4 5 9
was convenient (parking,
public transportation,
distance, etc.).

5. Staff were willing to see 1 2 3 4 5 9
me as often as | felt it was

necessary.

6. Staff returned my call in 24 1 2 3 4 5 9
hours.

7. Services were available at 1 2 3 4 5 9
times that were good for me.

8. | was able to get all the 1 2 3 4 5 9
services | thought | needed.

9. | was able to see a 1 2 3 4 5 9
psychiatrist when | wanted tq.

10. Staff here believe that | 1 2 3 4 5 9
can grow, change and recover.

11. | felt comfortable asking 1 2 3 4 5 9

—

guestions about my treatmen
and medication.

12. | felt free to complain. 1 2 3 4 5 9
13. I was given information 1 2 3 4 5 9
about my rights.

14. Staff encouraged me to 1 2 3 4 5 9
take responsibility for how |

live my life.

15. Staff told me what side 1 2 3 4 5 9
effects to watch out for.

16. Staff respected my wishes 1 2 3 4 5 9
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about who is and who is not
to be given information abou
my treatment.

17. 1, not staff, decided my 1 2 3 4 5 9
treatment goals.
18. Staff were sensitive to my 1 2 3 4 5 9

cultural background (race,
religion, language, etc.)

19. Staff helped me obtain the 1 2 3 4 5 9
information | needed so that
could take charge of
managing my illness.

20. | was encouraged to use 1 2 3 4 5 9
consumer-run programs
(support groups, drop-in
centers, crisis phone line,
etc.).

MHSIP Consumer Survey (Version 1.1, Feb, 2000)

In order to provide the best possible mental hesdtirices, we need to know what you think aboustgices you
received during the last (specify timer peridtte people who provided it, and the results. &heispace at the end
of the survey to comment on any of your answers.

Strongly Agree | Agree | | am Neutral | Disagree| Strongly Not
Disagree | Applicable

As a Direct Result of Services | received:

21. | deal more effectively 1 2 3 4 5 9
with daily problems.

22. | am better able to 1 2 3 4 5 9
control my life.

23. | am better able to deal 1 2 3 4 5 9
with crisis.

24. 1 am getting along better 1 2 3 4 5 9
with my family.

25. | do better in social 1 2 3 4 5 9
situations.

26. | do better in school 1 2 3 4 5 9

and/or work.

27. My housing situation has 1 2 3 4 5 9
improved.
28. My symptoms are not 1 2 3 4 5 9

bothering me as much.

Please feel free to use this space to commentywofayour answers. Also, if there are areas whiehe not
covered by this questionnaire which you feel shdwslde been, please write them here. Thank youdor fme and
cooperation in completing this questionnaire.

Please provide the following information for stttial compilation purposes.

Male Female Age:
Ethnicity: (check one)  Caucasian Asian African-American Native-American
Latino Other (please specify)
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Appendix 4: Sample Consent Forms

Wyoming Child Mental Health Initiative
Draft Consent Form- Parent

Program Description: The Wyoming Child Mental Health Initiative (CMHI3 ia program to
serve the mental health and substance abuse trgatewds of youth and families. The CMHI is
run out of the Wyoming Department of Health, Merdaklth Division in collaboration with

child and family serving agencies in your commun¥tgu may be receiving services at one or
several of these agencies. Typically, youth sebyethe CMHI have multiple issues and,
therefore, interact with several care providers sentices. This program is exploring how to
best coordinate your family’s care. A Care Managiédrbe working with your family and child

to determine your family’s individual needs. Itl® goal of this program to provide community-
based services, which decrease the need for dutrok placements.

Procedures:If you are eligible for this program and desirgdke part in it, then a variety of
services and a treatment team will be availabloto An admission process will be undertaken
that includes the following procedures:

1. A Care Manager will talk to you and your famallgout your needs, family strengths, and the
services you are currently receiving. At the megthe Care Manager will explain the CMHI
program. There may need to be follow-up meetingsif are unsure about entering the program
or need more information. Both the parents/guasiard the youth will need to agree to be in
this program. Once agreeing to enter, a chararsest and initial service contacts are scheduled
for the next few days.

2. The following information is gathered so theatreent team may best serve you.

A. Initial Assessment and Treatment Plan: The ingsgdessment documents a number of
things, including reason for entering the programental health history, physical health,
use of alcohol and drugs, education and employnsental development and
functioning, and so forth. Afterward an individuad treatment plan is developed in
collaboration with you and your child.

B. Treatment Plans: The information from the assessweill be used to decide on
treatment goals you agree with. We will give yoformation about who the treatment
will involve and how often we expect to meet.

Discomforts and Risks:The program has minimal risk to you and, in faegks to lower risks

for you and your child. The program offers 24-horisis care. You can access this care by
calling . Sometimes therapy candificult process, but its purpose is to
help you improve your life in a manner you seelfits possible that risks exist that are unknown
at this time, but your treatment team will try ither remove or minimize risks that arise.

Benefits: Participation in the CMHI program will have differtebenefits for different people, but
some who enter the program may not benefit fromhie CMHI is based on the current
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understanding of how to most effectively work wytbuth and families. We expect that we may
best serve your family by better coordinating teesges your child receives. Although most
people get some benefit from treatment, we cannatamtee such benefit. Also, you or your
child may decide to leave the program if you findnhelpful or no longer necessary.

Source of Funding:The CMHI is funded in part by a grant from the Sahse Abuse and
Mental Health Services Administration (SAMHSA),eléral agency.

Cost to You: Assuming that you are eligible for funding or thia¢re are State funds available,
there is no cost to you for participating in thegmam.

Program Withdrawal: Taking part in this program is voluntary. You hdke right to choose
not to take part in this program. If you chooséake part, you have the right to stop at any time.
Program staff cannot decide to stop your particymatvithout your permission.

Confidentiality: You and your family have a right to confidentialdfyour records. However,
circumstances that involve likely danger to yourselothers, or in which your health is being
compromised, require that clinicians act to prevenrn to you or others. In these situations,
clinicians may have to break confidentiality.

AUTHORIZATION:

| have read this paper about the program or it wagead to me. | understand the possible
risk and benefits of this program. | know that beirg in this program is voluntary. | choose
to be in this program. | know | can stop participaing in the program. | will get a copy of
this consent form. (Initial all the previous page®n the consent form).

Signature: Print Name Date
Consent form explained by: Print Name Date
Investigator Date
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Appendix 5: Non-Federal Match Certification
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Appendix 6: Organizational Chart, Staffing Pattern, Timeline, and Management Chart.

o

Governor

Department of Department of Department Department UPLIFT
Family Services Health (MHD, SAD, of of Education (Federation of Families

MCH, PHN) Corrections for Children’s Mental

' l Health’

System of Care Steering
4/ Committee/ \.
Community Barrier Busters Community
Groups/Agencies A Groups/Agencies
A
A i i A
Project Director
A 4
A A 4 \ 4 v \ A 4
LCC LCC LCC LCC
Local Coordinating Committee Staff:
Regional Coordinator, Regional Care Manager, Admirstrative Assistant
Family Care Family Care Family Care Family Care Family Care Family Care
Team Team Team Team Team Team
4 4
Community Community
Groups/Agencies Groups/Agencies

MHD = Mental Health Division; SAD = Substance AbuBision; MCH = Maternal and Child Health; PHN =
Public Health Nursing
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Staffing & Management Chart

Position

Principal
Investigator:
Lisa Brockman

Project
Director:
Marilyn Patton

Clinical
Director:
To Be Named

Lead Family
Contact:
Peggy Nikkel

Youth
Coordinator:
To Be Named

Key Evaluation
Staff:
WICHE

Technical

Assistance
Coordinator:
Susan Markus

Social
Marketing-
Communications
Manager:

Liz Pfisterer

State-Local
Agency Liaison:
CMHC
Directors in each
pilot region

Regional
Coordinator

Responsibilities Related to Project Goals

Provides fiscal and administrative oversight of ghent and is accountable to

% of
Time

pilot sites for the proper conduct of the grante &y choose to be responsitle .5 FTE

for or appoint someone to act as a liaison witheStéficials and agencies.

Responsible for the day-to-day oversight and impletation of the project
including, but not limited to, developing a compeahkive strategic plan for the
proposed SOC; establishing the organizational &trachiring staff; and
providing leadership.

Responsibility for ensuring that children with SBBd their families receive
timely assessments and comprehensive treatmerd. glae section and
oversight of implementation of training for all dence based practice models
utilized in the project will be supervised by tpisrson.

Will participate in all aspects of implementatioftiee SOC and provide
support services for families receiving servicastighout the grant. Will also
maintain primary responsibility for working closekgth families and
conducting outreach efforts.

Responsible for developing programs for young petpffacilitate their
involvement in development of the SOC. Will assyrienary responsibility
for developing and managing a youth organization, @her activities that will
bring the voice of youth who have SED to the prbjec

Will conduct evaluations of implementation of SO&ities, consumer
outcomes, and other relevant indicators. Will pdeviraining in EBP, cultural
competence, wraparound, and SOC governance anttiimgastrategies.

The central point person for strategizing and a&sgthe TA needs of
stakeholders and linking these needs with ongoitigSihe may create new
opportunities for training to meet ongoing chanigethe community. She will
coordinate TA in areas such as culturally compgbeattices and services,
leadership, partnership/ collaboration, strate¢anping, wraparound planning,
sustainability, family involvement, and youth inveinent. She is the link to the
national Technical Assistance Partnership.

Responsible for developing a social marketing/comigations strategy
including: a strategic plan, public education dti#g, and overall outreach
efforts. She will also coordinate activities wittetnational communications
campaign. The social marketing strategy will bealeped to engage
individuals that currently are not accessing memallth services (e.g., Native
Americans and people in rural and remote area®.blisiness community will
be engaged as part of the economic developmenf@ldhe target areas.

Will work collaboratively with Regional Coordinaw®to establish interagency
involvement in the project’s structure and prodagslieveloping and/or
changing interagency agreements and other publicig®relevant to the
creation of the SOC.

Will serve as local fiduciary of funding for sere& with the goal of creating
wraparound services via blended funds that meeatekds of the child and
family; will establish needed interagency involvarim the project’s structure
and process to create a system of care that iemes@ to community needs;
will ensure that evidence-based practices are dpedland implemented, that
services provided are culturally and linguisticallympetent, and will establish
performance standards that are monitored throughrasagement information
system. State-local agency liaisons will work iflamoration with this position.
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Regional Care
Manager

Administrative
Assistant

Family Care
Coordinator

Will work with families to identify and select a fdly Care Coordinator; will
partner with local Department of Family Servicesffstluvenile Probation,
schools, health care providers and UPLIFT to dgvelstrategy for identifying
and admitting youth at risk of residential placetsefacilitate family outreach,
advocacy, and evaluation assistance; monitor cenfidlity practices and

adequate consent procedures; educate communitleseavice partners of the alt Z;Eh
mission, values, goals, and population served bsitstem of care in their LCC

region; work with Family Care Teams to monitor ttage and services provided
by service providers in their region to includdlization of services, progress
toward individualized treatment goals, re-determaraof strengths, priorities,
and resources, and update of the treatment plafiexsas necessary; will
handle grievance proceedings.

Will coordinate training of Local Coordinating Corittae staff in Multi-
system Therapy or Functional Family Therapy, theutip foster care, crisis
services, cultural and linguistic competence amdlfafocused care, Family

Partnership Wraparound model, family care coorébnatodel, system of care LFTE
.o . . . X at each
values and principles. Will coordinate regionasteyn of care evaluation LCC

activities to include implementation process anttomes, interagency
collaboration, satisfaction in service provisiondaultural and linguistic
competence.

Will advocate on behalf of child/family with thersece system; complete
identified strengths based assessments with fudiiggzation of
child/family/caretaker to determine community-basedvices needed to ensure
health and safety in the home and community; tatdidevelopment of multi-
service community-based plan that facilitates ateslinical and non-clinical
services and information, community resources,rafationships; collaborate
with case managers from other service agencieatdparrange and refer to
direct services; monitor service plan, providers] mlentified outcomes (at

least quarterly) to review identified goals, reetatine strengths and priorities, At least
i . . 1FTE
and resources and update the plan as needed; momitband family
. . . : : at each
satisfaction of services and establish an opemidar the expression of
) . - local
concerns and disagreements and act as child/fdinsitycontact for site

complaint/grievance process; coordinate transiot referrals moving from
one setting to another; complete case records;taiairequired training
competencies to include: Family Partnership Wrapadamodel, Individuals
with Disabilities Education Act, Wyoming Special dgdtion Rules and
Regulations, effective advocacy, children’s mehtlth disorders, knowledge
of regional services, Multi-system Therapy or Fioml Family Therapy,
therapeutic foster care, crisis services, cultaral linguistic competence and
family focused care, and system of care valuespaimtiples.
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Timeline of Activities

Year

4-6

Main Tasks

1. Development of services and building the orgational components for a
successful comprehensive service system.

2. Begin the development of funding and administeapractices designed to provide
incentives to keep youth in the community (e.gmbebased community waiver),
provide the right types of services in the rightoammts to meet consumer needs, use
effective/cost efficient services, and to investongrces in front-end, preventive
services.

3. Monthly Steering Committee meetings.

4. Develop and release RFQ.

5. Facilitate application process.

6. Establish LCCs and funding positions for each.

7. UPLIFT will recruit and train staff to fill thpositions of Family Advocate/Mentor in
each LCC.

8. Develop and sign contracts for wraparound andcedelivery training.

9. Intensive wraparound training to orient local\pders, advocates, and other
stakeholders.

10. Evaluate each of the children and youth plaeedf the region and develop
recommendations for placement and services for elaitdh

11. LCC, local DFS staff, Juvenile Probation, logahools, local health care providers
and the local Family Support Organization (UPLIRKI develop a strategy for
identifying and admitting children and youth akrf residential placement.

1. The SOC-SC will continue taking action to eliatie barriers at the policy level to
successful system of care development.

2. Seek a Home and Community-Based Medicaid Waiver.

3. Implementation in the first pilot sites will agc

4. Evaluation of process and outcomes regardindeim@ntation, interagency
collaboration, satisfaction with service provisiand cultural competence will also
occur.

5. Evaluation reports will be produced quarterly.

6. The case-rate reimbursement system will hava beplemented and cost savings
will be monitored.

7. In months 6-9, the RFQ will be re-released tmtdy pilot sites for Year 3. Sites
will be selected, hiring and training of personwél move forward in the same manner
as the previous year.

8. Training for LCC staff in Multisystemic Therapy Functional Family Therapy,
therapeutic foster care, crisis services, cultcoahpetence, and family-focused care.
9. Establish expense reimbursement payment system.

This year will be much like Year 2, with the addital activities of:

1. Disseminating initial pilot site data and apptyilessons learned to the expansion of
system of care development in other regions ofStiage.

2. Toward the end of this year, plans for sustdlitalbeyond the grant period will be
further articulated.

3. Ongoing evaluation, training, and compliancéhwiite National Evaluation will
occur.

The final three years of the grant will proceedhie@ same manner described for earlicr
years. Sustainability will become a primary fodMisich of Year 6 will be devoted to
producing a comprehensive system development répsdd on data from all
subsequent years and pilot sites.
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